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Accurate,  realistic  expectations  concerning  psychotherapy,  a 
motivation  and  commitment  to  self-change,  and  active  involvement  in  the 
therapeutic  process  are  patient  variables  which  have  been  shown  to  be 
predictors  of  a successful  therapy  outcome.  Moreover,  patient  involve- 
ment in  the  initial  interview  has  been  more  predictive  of  outcome  than 
has  any  therapist  variable. 

This  study  was  designed  to  determine  whether  a videotape  induc- 
tion shown  to  20  of  40  female  non-clients  would  positively  affect  their 
self-reported  expectations  and  motivation  and  their  active  involvement 
in  a non-structured  interview.  The  20-minute  videotape  provided  infor- 
mation about  non-directive  therapy  in  the  form  of  an  expository  dialogue 
between  a potential  "client"  and  a "therapist."  Twenty  other  subjects 
viewed  a neutral  videotape.  Measures  included  an  attitude  questionnaire 
developed  by  the  author,  a self-report  affective  checklist,  and  process 
ratings  of  audiotapes  of  the  interview. 
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Results  indicated  that  experimental  subjects  could  acquire  more 
knowledge  and  realistic  expectations  at  a cognitive  level.  Particularly 
they  reported  that  they  would  be  more  willing  to  take  responsibility  for 
the  direction  of  therapy  and  to  view  feelings  of  discomfort  as  signs  of 
progress.  Moreover,  experimental s were  more  patient-like  than  controls. 
They  were  more  trusting  of  the  interviewer,  and  also  expressed  more 
negative  affect  (process  ratings).  They  moved  from  being  less  involved 
than  controls  early  in  the  interview  to  being  significantly  more  in- 
volved and  open  by  the  end  of  the  interview. 

Experimental  subjects  did  not  report  a decrease  in  levels  of 
distress  or  changes  in  personal  beliefs  concerning  the  appropriateness 
of  psychotherapy  for  themselves,  both  of  which  have  been  identified 
previously  as  measures  of  motivation  in  other  studies. 

Results  indicated  that  the  videotape  did  alter  cognitive  and 
behavioral  ways  of  approaching  a non-structured  interview  but  strongly 
suggested  that  motivation  for  therapy  may  be  independent  of  the  infor- 
mation which  a subject  has  about  therapy.  These  results  were  discussed 
with  reference  to  previous  literature  and  with  regard  to  the  constraints 
of  this  study.  Implications  for  the  construction  of  client  readiness 
measures  were  discussed,  and  recommendations  for  future  studies  were 
made. 
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CHAPTER  I 

REVIEW  OF  THE  LITERATURE 
Introduction 

The  burning  question,  "Is  psychotherapy  effective?"  no  longer 
sparks  the  furor  which  it  once  did.  The  reams  of  literature  devoted  to 
outcome  studies  which  have  attempted  to  answer  this  question  attest  to 
its  past  influence.  But  more  importantly,  a recent  examination  of  these 
same  data  from  a different  perspective  has  prompted  a merging  of  the 
traditionally  separated  process  and  outcome  studies.  The  favorable 
result  of  this  union  has  been  the  development  of  studies  which  attempt 
to  predict  changes  in  clients'  attitudes  and  behaviors  from  specific 
elements  of  the  cl ient-therapist  interactions.  In  other  words,  these 
studies  are  trying  to  predict  outcome  from  process  in  psychotherapy,  and 
to  do  so  in  a highly  specific  and  rigorous  manner  (e.g.,  Sloane  et  al., 
1975;  Gomes-Schwartz , 1976).  Excellent  reviews  of  both  outcome  and 
process  issues  in  psychotherapy  research  by  Strupp  and  Bergin  (1969), 
Fiske  et  al . (1970),  Luborsky  et  al . (1971),  Kiesler  (1966,  1973), 
Meltzoff  and  Kornreich  (1970),  Luborsky,  Singer,  and  Luborsky  (1975), 
Gomes-Schwartz  et  al . (1978),  and  Garfield  and  Bergin  (1978)  will 
thoroughly  acquaint  the  reader  with  this  material. 

Therefore,  the  following  sections  in  this  chapter  focus  pri- 
marily upon  particular  issues  taken  from  this  body  of  psychotherapy 
research  literature,  which  relate  directly  to  the  completed  study.  The 
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specific  areas  which  are  reviewed  include  the  following: 

1.  Patient  variables  which  correlate  highly  with 
success  in  individual  psychotherapy,  including 

a.  Patient  expectations  concerning  the  nature 
and  process  of  psychotherapy,  and  his  own  and 
the  therapist's  participant  roles 

b.  Patient  motivation,  including  level  of  initial 
discomfort,  and  willingness  to  engage  in  psycho- 
therapy and  to  expend  effort 

c.  Patient  involvement  during  the  actual  therapy 
session 

2.  Methods  used  prior  to  beginning  psychotherapy  in 
order  to  enhance  the  likelihood  of  therapeutic 
success.  Specifically,  these  methods  are  pre- 
therapy induction  procedures  which  prepare  the  client 
for  psychotherapy 

3.  Description  and  stated  objectives  of  the  study 

Patient  Variables  Predictive  of  Outcome 
Most  of  the  attempts  to  produce  or  to  enhance  patient  change  in 
psychotherapy  have  focused  upon  the  role  of  the  therapist.  They  have 
investigated  those  behaviors,  characteristics,  or  techniques  which  the 
therapist  can  employ  to  facilitate  improvement.  The  most  informative 
and  productive  approach  to  this  issue,  and  which  is  also  the  most  compli- 
cated and  least  likely  to  be  used,  is  the  type  of  combined  process  and 
outcome  study  which  has  been  previously  mentioned.  This  type  of  study 
utilizes  complex  multivariate  analyses  to  examine  a whole  spectrum  of 
client  and  therapist  variables  which  are  hypothesized  to  correlate  with 
a positive  or  negative  outcome  in  psychotherapy. 

These  variables  include  particular  characteristics,  attitudes, 
or  affective  states  of  both  the  client  and  therapist  which  are  measured 
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prior  to  therapy,  as  well  as  specific  verbalizations,  silences,  mood 
and  attitude  changes,  and  non-verbal  behaviors  which  are  observed  or 
measured  throughout  the  actual  process  of  psychotherapy.  Both  analysis 
of  variance  techniques  and  regression  analyses  are  used  to  isolate 
those  variables  which  are  strongly  associated  with  measures  of  outcome, 
as  assessed  from  the  therapist's,  client's,  and  outside  observer's 
frequently  discrepant  viewpoints . Necessary  and  adequate  methodological 
criteria  for  these  psychotherapy  studies  have  been  thoroughly  reviewed 
and  discussed  by  several  authors,  including  Fiske  et  al . (1970),  Strupp 
and  Bergin  (1969),  Kiesler  (1966,  1973),  and  Paul  (1967). 

• Of  the  most  recent  studies  in  this  area,  two  research  groups 
have  avoided  many  of  the  major  errors  which  have  repeatedly  plagued 
psychotherapy  research.  These  two  notable  exceptions  include  a study  by 
Sloane  et  al . (1975)  which  compares  the  effects  of  analytic  therapy, 
behavior  therapy,  and  a minimal  contact  control  group,  and  a study  by 
Gomes-Schwartz  (1976)  which  compares  the  effects  of  experiential  thera- 
pists, analytic  therapists,  and  "inherently  helpful"  professors  within 
the  context  of  brief,  individual  psychotherapy. 

These  two  studies  are  mentioned  at  relevant  points  throughout 
this  paper  because  they  are  methodologically  sound  and  because  their 
results  are  applicable  to  the  variables  which  were  examined  with  regard 
to  the  author's  study.  Furthermore,  the  studies  were  very  similar  in 
methodology,  because  Gomes-Schwartz  (1976)  employed  many  of  the  tech- 
niques used  by  Sloane  et  al . (1975).  Thus,  the  results  are  able  to  be 
compared  with  some  degree  of  confidence.  Finally,  the  fact  that  both 
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studies  also  achieved  highly  concordant  results  while  using  comparable, 
rigorous  designs  and  methodologies,  lends  a great  deal  of  credibility 
to  and  confidence  in  the  reliability  and  validity  of  their  findings. 

As  mentioned,  their  results  will  be  presented  as  they  apply  to  the 
present  study  (Gomes-Schwartz,  1976;  Sloane  et  al . , 1975). 

Review  of  these  two  studies,  in  combination  with  other  produc- 
tive research  efforts,  yields  some  surprising  results.  The  data  indi- 
cate that  the  variables  which  most  strongly  and  consistently  predict 
positive  change  in  psychotherapy  are,  in  fact,  patient  variables  rather 
than  therapist  variables  (Sloane  et  al . , 1975;  Gomes-Schwartz,  1976; 
Garfield  and  Bergin,  1978). 

These  variables  can  be  grouped  generally  into  three  categories. 
The  first  two  of  these  areas  are  (1)  patient  expectations  concerning 
the  nature  of  the  psychotherapeutic  process,  and  (2)  patient  motivation 
to  engage  in  psychotherapy.  Motivation  has  been  labeled  a "mediator 
variable"  by  Gomes-Schwartz  (1976),  and  expectation  has  been  labeled 
a "nonspecific  factor"  by  Frank  (1971).  These  two  variables  seem  to  be 
most  influential  and  are  typically  measured  prior  to  the  first  session 
of  psychotherapy.  It  appears  that  in  some  way  they  influence  or 
mediate  process  and  outcome  in  therapy,  but  their  actual  effects  upon 
the  therapy  session  and  the  eventual  outcome  have  not  been  consistently 
documented,  nor  has  the  process  by  which  they  operate  been  fully 
understood  (Garfield  and  Bergin,  1978;  Gomes-Schwartz,  1976;  Frank, 

1971 ; Goldstein,  1962) . 

The  third  variable,  (3)  patient  involvement,  includes  a positive 
patient  participation  dimension  and  a negative  patient  hostility 
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dimension  as  measured  by  Gomes-Schwartz  (1976).  In  contrast  to  evidence 
that  depth  of  exploration  is  unrelated  to  outcome  (Kurtz  and  Grummon, 
1972;  Sloane  et  al.,  1975),  this  variable  has  been  shown  by  Gomes- 
Schwartz  (1976)  to  be  highly  predictive  of  outcome  in  psychotherapy. 

In  fact,  these  three  variables,  patient  expectation,  motivation,  and 
involvement,  are  of  sufficient  strength  to  influence  the  outcome  of 
psychotherapy  regardless  of  the  personality  characteristics,  techniques, 
or  therapeutic  orientations  of  the  therapists  involved  in  the  studies 
(Gomes-Schwartz,  1976;  Sloane  et  al . , 1975). 

The  following  sections  review  the  research  which  has  been 
conducted  in  these  three  areas  and  examine  the  content  of  each  of  these 
variables  in  more  detail. 

Patient  Expectation 

Previously  mentioned  was  the  fact  that  recent  research  is 
attempting  to  localize  psychotherapeutic  change  within  the  contents  of 
the  client- therapist  interaction,  and  to  correlate  it  with  outcome 
measures.  These  studies  have  unearthed  evidence  that  pati ent- therapist 
complementarity  of  expectations  concerning  psychotherapy  appears  to  be 
extremely  helpful  in  facilitating  a successful  treatment  outcome 
(Clemes  and  d'Andrea,  1965;  Strupp  and  Bloxom,  1973;  Stone  et  al., 

1965;  Sloane  et  al . , 1970;  Warren  and  Rice,  1972;  Wollersheim  et  al . , 
1980;  Kupst  and  Schulman,  1979).  Or  to  phrase  it  negatively,  a lack  of 
congruence  between  the  therapist's  and  the  client's  expectations  may  be 
disruptive  to  the  psythotherapeutic  process,  particularly  in  its  early 
stages  (Heine  and  Trosman,  1960). 
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Possible  explanations  for  these  unfortunate  consequences  are 
numerous.  First  of  all,  findings  from  this  literature  indicate  that 
the  client  who  does  not  view  psychotherapy  from  a perspective  which  is 
similar  to  that  of  his  therapist  tends  to  drop  out  earlier  than  other 
patients  (Overall  and  Aronson,  1963).  This  phenomenon  occurs  par- 
ticularly with  patients  of  a lower  socioeconomic  status  and  intellectual 
ability,  and  even  more  so  with  this  type  of  patient  who  is  also  male 
(Overall  and  Aronson,  1963).  It  appears  that  the  therapist  may  view 
patients  who  hold  dissimilar  expectations  as  less  attractive  (Heitler, 
1976)  and  less  ready  to  begin  therapy,  often  discarding  these  patients 
as  poor  candidates  for  psychotherapy  (Strupp  and  Bloxom,  1973;  Stone 
et  al . , 1965;  Heitler,  1976). 

With  regard  to  the  patient,  the  extent  to  which  a situation  is 
similar  to  his  expectations  often  influences  his  anxiety  level  (Clemes 
and  d'Andrea,  1965).  Although  a high  felt  level  of  distress,  which  may 
include  feelings  of  anxiety,  has  been  shown  to  be  predictive  of  positive 
outcome  in  psychotherapy  (Gomes-Schwartz,  1976),  it  is  also  clear  that 
a primary  goal  of  therapy  is  to  reduce  this  initial  level  of  distress. 
Friedman  (1963)  has  demonstrated  that  increasing  congruence  of  patient 
expectations  can  bring  about  a reduction  in  anxiety  and  depression  in 
the  early  stages  of  psychotherapy. 

Thus,  while  a high  level  of  anxiety  or  depression  may  predict 
possible  success  in  therapy,  clarification  of  patient  and  therapist 
expectations  should  bring  about  a reduction  in  these  symptoms  and  an 
increase  in  patient  comfort,  which  Parloff  et  al . (1954)  and  Strupp  and 
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Hadley  (1977)  have  cited  as  one  major  criterion  of  success  in  therapy. 
This  finding  complements  Goldstein's  (1962)  discovery  from  his  review 
of  the  data,  in  which  he  states  that  expectation  in  therapy  is  predic- 
tive of  outcome  only  when  it  is  assessed  from  the  point  of  view  of  the 
patient. 

It  is,  therefore,  essential  to  determine  the  nature  and  extent 
of  a patient's  expectations  concerning  psychotherapy , and  to  make  an 
attempt  to  increase  the  similarity  between  his  and  his  therapist's 
views.  Traditionally,  therapists  and  researchers  have  approached  this 
problem  by  altering  the  therapist's  behaviors  or  techniques  in  order  to 
meet  the  patient's  needs  and  expectations  (Sloane  et  al.,  1970),  or  by 
discarding  the  client  as  a poor  therapy  candidate,  as  mentioned  (Strupp 
and  Bloxom,  1973) . 

A more  recent  but  fairly  undeveloped  alternative  consists  of 
attempts  to  specially  prepare  clients  for  psychotherapy.  Through  the 
use  of  a pretherapy  induction,  early  groups  of  researchers  have  tried  to 
enhance  the  attractiveness  of  clients  who  had  poorer  verbal  skills  and 
less  education  by  increasing  the  mutuality  of  their  therapy  expectations 
(Stone  et  al.,  1965).  Since  then,  other  studies  have  prepared  all  types 
of  clients  for  therapy  through  the  use  of  interviews,  films,  or  written 
instructions,  and  have  achieved  a high  degree  of  success.  This  area  is 
reviewed  in  detail  later  in  the  chapter,  because  the  focus  of  the 
present  study  is  a pretherapy  videotape  induction. 

The  term  "expectation"  has  been  used  loosely  so  far  and  can 
denote  any  number  of  meanings.  Goldstein  (1962),  in  summarizing  varying 
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impressions  of  this  term,  has  broken  expectation  into  three  general 
categories.  Unfortunately,  most  of  the  studies  and  data  involving 
patient  expectations  have  rarely  defined  or  labeled  the  type  of  expec- 
tation which  is  being  measured.  As  a result,  the  reviewer  must  often 
infer  the  meaning  of  the  term  "expectation"  from  the  measures  which  are 
used  in  the  study,  thus  contributing  to  ambiguity  and  to  a lack  of 
validity  in  the  interpretation  of  the  results. 

The  first  of  Goldstein's  (1962)  categories  is  that  of  (1)  the 
positive  placebo  reaction,  which  is  often  cited  as  and  believed  to  be 
a factor  in  success  in  therapy.  In  actuality,  however,  the  data  are  only 
moderately  supportive  of  this  assumption  (Garfield  and  Bergin,  1978). 
This  response  constitutes  a patient's  general  expectation  that  he  will 
improve,  with  the  consequence  that  he  actually  does  improve,  without 
treatment.  A review  of  the  data  indicates  that  the  findings  concerning 
placebo  reactions  in  therapy  are  inconsistent,  varying  across  time  and 
across  different  experimental  conditions  (Garfield  and  Bergin,  1978). 

A study  by  Sloane  et  al . (1970)  assessed  the  effects  of  a positive 
pretherapy  suggestion  that  a group  of  patients  would  feel  better  after 
four  months  of  treatment.  This  suggestion  had  no  effect  whatsoever 
upon  outcome,  and  those  patients  who  had  received  the  suggestion  were 
even  perceived  as  less  likeable  by  their  therapists  (Sloane  et  al . , 

1970). 

The  other  two  categories  discussed  by  Goldstein  (1962)  are 
(2)  prognostic  expectancy  and  (3)  participant  role  expectancy.  Prog- 
nostic expectancy  refers  to  a patient's  belief  that  he  will  receive  a 
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certain  type  of  treatment.  He  has  a specific  concept  in  mind  as  to  the 
particular  form  which  the  course  and  outcome  of  therapy  will  take. 
Participant  role  expectancy  denotes  the  patient's  belief  that  he  and  the 
therapist  will  behave  in  certain  ways  during  the  actual  course  of 
therapy.  Because  these  two  areas  of  expectancy  involve  both  the  client 
and  the  therapist,  it  is  clear  that  misconceptions  held  by  the  client 
in  these  categories  could  be  highly  disruptive  to  therapy.  Conversely, 
it  would  be  possible  to  facilitate  congruency  between  the  therapist 
and  the  client  by  altering  expectations  in  these  two  areas. 

Goldstein's  definitions  have  been  included  here  because  they 
align  closely  with  the  author's  conceptualizations  of  the  term.  In 
general,  congruence  within  the  category  of  prognostic  expectation  might 
include  a discussion  of  the  following: 

a.  Course  in  psychotherapy:  projected  number  of 

sessions  (time),  realistic  goals,  ups-and-downs 
to  be  expected,  anticipation  and  interpretation 
of  resistance 

b.  Rationale  for  psychotherapy:  validity  of  talk 

therapy,  or  how  talking  can  help  improve  a bad 
life  situation 

To  increase  the  mutuality  of  client-therapist  expectations 
within  the  category  of  participant  role  expectancy,  a discussion  would 
necessarily  attempt  to  clarify  the  following: 

a.  Patient's  role  in  therapy:  need  to  be  active 

rather  than  passive,  and  to  initiate  discussion  of 
important  topics;  need  to  talk  freely  and  not  to 
censor  one's  thoughts  and  verbalizations;  need 
for  mutual  goal-setting  and  collaboration;  need 
to  express  one's  feelings  toward  the  therapist, 
particularly  those  which  are  negative 
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b.  Therapist's  role  in  therapy:  primarily  listens, 

clarifies,  and  helps  patient  to  understand  self; 
does  not  give  advice;  does  not  take  responsibil- 
ity for  finding  solutions  to  the  patient's  problems; 
refrains  from  judging  the  patient's  past  and 
present  behavior 

c.  Therapeutic  relationship:  trust  develops 

gradually  over  time;  an  explanation  of  transfer- 
ence and  rationale  for  its  acceptance;  promotion 
of  awareness  that  there  is  a relationship  between 
the  patient's  feelings  for  his  therapist  and  his 
present  problems,  situation,  or  behavior  patterns 

The  points  which  have  been  presented  above  have  been  consolidated 
from  a variety  of  sources,  such  that  no  specific  citations  can  be 
accurately  applied  to  the  contents.  Nonetheless,  guidelines  presented 
by  Orne  and  Wender  (1968)  must  be  credited  in  general  with  regard  to  the 
above. 


The  videotape  induction  which  was  used  in  the  author's  study  is 
discussed  in  the  second  chapter,  and  combines  the  material  just 
presented  with  a general  expectation  of  success  in  treatment.  The  goal 
of  this  portion  of  the  proposed  videotape  induction  is  to  increase 
congruence  between  the  client's  and  the  therapist's  expectations  about 
psychotherapy  by  providing  the  client  with  information  concerning  the 
previously  mentioned  aspects  of  psychotherapy . It  is  anticipated  that  a 
client  would  incorporate  this  new  knowledge  into  his  schema,  and  in  so 
doing  alter  any  previous  misconceptions  which  he  may  have  had  concerning 
the  process  of  therapy,  his  own  role,  his  therapist's  role,  and  the 
therapeutic  relationship. 

Due  to  the  definitional  vagaries  of  the  term  expectation  which 
have  been  previously  mentioned,  truly  systematic  attempts  to  measure  a 
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client's  expectations  have  been  rare.  Rickers-Ovsiankina  et  al.  (1971), 
however,  did  develop  a Patient  Expectancy  Inventory  which  measured  four 
areas  of  patient  role  expectancies  in  psychotherapy.  A good  study  by 
Garrison  (1978)  employed  this  scale,  but  found  no  differences  between 
a control  and  two  experimental  groups  after  an  experimental  attempt  to 
manipulate  these  role  expectancies.  Again,  the  definition  of  expectancy 
was  not  made  clear,  nor  did  the  format  and  content  of  the  Patient 
Expectancy  Inventory  appear  to  be  particularly  appropriate  for  detecting 
the  types  of  changes  which  Garrison  seemed  to  be  measuring. 

Because  the  other  few  attempts  at  measuring  patient  expectations 
have  been  even  more  vague,  the  measure  of  patient  expectations  used  in 
this  study  is  a questionnaire  constructed  by  the  author.  This  question- 
naire attempts  to  directly  assess  the  contents  of  the  induction,  which 
focuses  on  the  areas  which  were  previously  discussed  under  Goldstein's 
(1962)  headings.  This  questionnaire  is  discussed  in  more  detail  in  the 
Method  section,  and  a copy  appears  in  the  Appendix. 

Patient  Motivation 

A client's  motivation  to  begin  therapy  and  to  devote  energy  and 
effort  to  his  own  growth  and  development  has  been  frequently  designated 
as  a factor  which  is  predictive  of  success  in  psychotherapy  (Gomes- 
Schwartz,  1976;  Strupp  and  Bloxom,  1973;  Meltzoff  and  Kornreich,  1970; 
Schroeder,  1960;  Malan,  1976).  Similar  to  the  area  of  expectation,  the 
issue  of  motivation  is  fairly  ambiguous.  This  term  has  also  been  poorly 
defined  in  the  literature,  which  is  scarce  to  begin  with.  Furthermore, 


12 


when  attempting  to  construct  an  operational  definition,  it  becomes 
clear  that  elements  of  the  term  "motivation"  overlap  considerably  with 
those  of  the  term  "expectation."  To  illustrate,  Strupp  and  Bloxom 
(1973)  have  construed  motivation  to  mean  the  following: 

a.  The  patient's  desire  to  begin  treatment 

b.  The  patient's  willingness  to  make  a personal 
change 

c.  The  patient's  belief  in  the  efficacy  of  talk 
therapy 

d.  The  patient's  belief  that  individual  therapy  is 
the  proper  treatment  for  him 

These  last  two  points  coincide  definitely  with  those  which  Goldstein 
(1962)  included  in  his  classification  of  the  term  "expectation." 

Furthermore,  measures  of  patient  motivation  are  few  and  unsys- 
tematic. Most  of  the  studies  simply  report  that  a clinician  or  a thera- 
pist rated  the  clients'  motivation  on  an  unspecified  scale,  using 
unspecified  criteria.  Often  other  variables  are  measured,  collated, 
and  included  as  a general  measure  of  level  of  motivation.  Such  variables 
include  the  client's  initial  level  of  distress  (e.g.,  depression, 
anxiety),  degree  to  which  he  possesses  an  internal  locus  of  control, 
etc.  For  instance,  as  a measure  of  motivation,  Schroeder  (1960) 
employed  the  Gilbert  Self-Interview  Test,  which  is  a fairly  lengthy 
means  of  assessing  a client's  willingness  to  take  responsibility.  His 
results  indicated  that  those  individuals  at  either  end  of  the  continu- 
um are  the  most  difficult  clients.  Schroeder's  findings  are  quite 
interesting,  but  it  is  debatable  as  to  whether  they  could  be  accurately 
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labeled  as  an  index  of  either  motivation  or  expectation.  A client's 
willingness  to  take  responsibility  in  therapy  is  often  included  in 
and  excluded  from  both  of  these  categories. 

Because  so  many  different  measures  and  definitions  have  been 
used,  the  results  as  predictive  of  outcome  have  been  mixed,  and  vary 
with  the  measures  used  (Meltzoff  and  Kornreich,  1970).  Furthermore,  a 
client's  level  of  motivation  has  been  shown  not  to  be  fixed,  but  to  be 
subject  to  modification  throughout  the  entire  course  of  treatment  (Ends 
and  Page,  1959).  Therefore,  although  it  is  evident  that  a client's 
level  of  motivation  to  engage  in  therapy  should  be  and  often  is  related 
to  his  degree  of  treatment  success,  the  actual  relationship  between 
the  two  is  unclear  (Meltzoff  and  Kornreich,  1970). 

Given  the  lack  of  clarity  and  multitude  of  definitions  in  the 
area,  the  current  study  does  not  emphasize  this  particular  variable, 
but  employs  measures  of  the  client's  level  of  distress,  and  willingness 
to  expend  energy  and  to  accept  responsibility  for  change.  All  of 
these  measures  can  be  said  to  tap  into,  but  not  necessarily  to  directly 
measure  a client's  level  of  motivation.  All  measures  are  discussed  in 
Chapter  II,  the  Method  section. 

Patient  Involvement 

A relationship  which  has  at  times  been  better  documented  than 
the  correlation  of  expectation  or  motivation  with  outcome  is  that  of 
process  in  psychotherapy  to  success  in  treatment.  Or  more  explicitly, 
it  is  apparent  that  the  client's  style  and  level  of  participation  in  an 
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actual  therapy  session  both  can  and  does  influence  the  amount  and  kinds 
of  change  which  he  experiences  in  psychotherapy . Good  reviews  of  this 
area  of  literature  and  some  representative  articles  include  works  by 
Kiesler  (1973),  Garfield  and  Bergin  (1978),  Kirtner  and  Cartwright 
(1958),  and  Butler,  Rice,  and  Wagstaff  (1962). 

An  examination  of  the  research,  however,  yields  discoveries 
which  differ  somewhat  from  the  conclusions  drawn  from  most  other  psycho- 
therapy research.  Those  process  variables  which  are  most  predictive  of 
outcome  in  therapy  are  patient  variables.  One  particular  process 
variable,  patient  exploration,  has  been  examined  repeatedly.  Several 
of  the  less  methodologically  rigorous  studies  have  suggested  that 
depth  of  exploration  and  the  capacity  to  explore  and  to  use  insight 
predict  a positive  outcome,  while  most  of  the  studies  argue  against  this 
assumption  (Meltzoff  and  Kornreich,  1970;  Garfield  and  Bergin,  1978). 

The  inadequate  methodologies  and  designs  used  in  these  studies,  however, 
render  the  results  incapable  of  being  clearly  and  validly  interpreted. 
Additionally,  a Patient  Exploration  dimension  measured  by  Gomes-Schwartz 
(1976)  was  found  not  to  be  predictive  of  outcome. 

Gomes-Schwartz  (1976)  did  find,  however,  that  a Patient 
Involvement  dimension,  composed  of  a positive  Patient  Participation  and 
a negative  Patient  Hostility  factor,  was  the  single  most  useful  predic- 
tor of  outcome  in  her  study  of  individual  psychotherapy.  Although 
patient  motivation,  ego-strength,  and  liking  for/satisfaction  with  the 
therapist  correlated  with  this  variable.  Patient  Involvement  was  most 
predictive  of  outcome,  independent  of  this  and  of  all  other  sources  of 
variance. 
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The  measurement  instrument  used  to  assess  this  particular 
dimension  was  the  Vanderbilt  Psychotherapy  Process  Scale  (VPPS),  a 
highly  reliable  rating  device  developed  by  Strupp  et  al . (1975).  The 
patient  portion  of  the  VPPS  consists  of  a 31-item  scale  which  is 
designed  to  rate  patient  behaviors  during  the  actual  therapy  hour, 
from  the  viewpoint  of  an  outside  observer.  A more  detailed  description 
of  the  scale  and  its  properties  can  be  found  in  the  second  chapter. 

Of  the  seven  internally  consistent  patient  and  therapist  fac- 
tors which  were  obtained,  only  the  dimension  Patient  Involvement  was 
significantly  and  consistently  predictive  of  outcome.  For  both  audio 
and  video  ratings  of  the  session,  five  of  six  correlations  between 
Patient  Involvement  and  outcome  variables  reached  significance 
(0.31  < r < 0.59).  Four  of  six  outcome  variables  correlated  negatively 
and  significantly  (-0.31  < r < -0.62)  with  Patient  Hostility  on  video 
ratings,  while  all  correlations  with  all  outcome  variables  either 
approached  (r's  = -0.27,  -0.28)  or  reached  significance  (-0.46  < r < 
-0.55)  for  the  audio  ratings.  The  outcome  measures  used  were  overall 
ratings  of  improvement  by  both  the  therapist  and  an  outside  clinician, 
residual  gain  scores  on  the  MMPI  Maladjustment  Scale,  and  patients', 
therapists',  and  clinicians'  ratings  of  change  on  target  complaints 
which  the  patient  had  specified  in  the  intake  interview  (Gomes-Schwartz, 
1976). 

Thus,  the  demonstrated  efficiency  of  the  VPPS,  the  overall 
rigor  of  Gomes-Schwartz ' s study,  and  the  strong  ability  of  the  Patient 
Involvement  factor  to  tap  a unified  dimension,  and  repeatedly  to  predict 
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treatment  outcome  when  assessed  from  a number  of  viewpoints,  all 
suggest  a possibility  for  facilitating  a successful  outcome  in  therapy. 

If  this  type  of  patient  involvement  were  directly  encouraged  and  the 
patient  were  to  increase  these  behaviors  within  the  therapy  session, 
it  is  likely  that  he  would  be  more  successful  by  the  end  of  therapy 
than  a client  who  had  engaged  in  fewer  of  these  behaviors. 

For  this  reason,  the  videotape  induction  attempts  not  only  to 
increase  motivation  and  congruence  of  therapist-client  expectations, 
but  also  to  provide  additional  information  which  should  improve  the 
quality  and  quantity  of  a patient's  involvement  in  the  therapy  process. 
Such  an  improvement  can  be  measured  by  the  VPPS  in  terms  of  a reduction 
in  patient  hostility,  and  an  increase  in  patient  participation.  Theo- 
retically, an  induction  designed  to  increase  motivation  and  congruence 
of  client-therapist  expectations  should  also  contribute  significantly 
to  an  increase  in  patient  involvement  in  therapy,  for  the  reasons 
previously  discussed. 

But  the  induction  can  also  directly  facilitate  patient  involve- 
ment by  teaching  a client  the  most  productive  ways  of  participating  in 
the  process  of  therapy.  Such  a focus  includes  encouragement  to  actively 
initiate  discussions  and  to  introduce  topics  of  importance  to  the 
client;  not  to  censor  one's  speech  and  to  honestly  express  one's 
thoughts  and  feelings,  particularly  negative  ones;  to  collaborate  with 
the  therapist  in  looking  for  recurrent  maladaptive  patterns  of  behavior 
or  insights  into  one's  problems;  to  collaborate  in  setting  therapeutic 
goals;  to  anticipate  and  express  one's  feelings  toward  the  therapist,  etc. 
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Methods  Used  to  Facilitate  Success  in  Psychotherapy: 

Induction  Studies 

Overview 

To  review  briefly,  it  appears  that  the  mediator  variables,  moti- 
vation and  expectation,  may  indirectly  affect  the  outcome  of  psycho- 
therapy by  influencing  the  client's  involvement  in  the  actual  therapy 
session,  from  the  very  beginning.  The  client's  involvement  (as  measured 
by  the  level  of  hostility,  and  level  and  style  of  participation  on  the 
VPPS) , has  been  shown  to  be  clearly  and  directly  related  to  outcome  in 
psychotherapy . The  proposed  study  addresses  a debate  which  has  arisen 
from  these  variable  relationships,  and  from  the  data  which  indicate  that 
an  adaptive  style  of  participation  is  highly  correlated  with  success  in 
treatment.  The  debate  poses  the  question  as  to  whether  a client's  level 
and  style  of  participation  are  deeply  engrained,  and  thus  alterable  only 
by  participation  in  therapy,  or  whether  they  are  more  readily  and  easily 
modifiable  (Warren  and  Rice,  1972). 

If  the  latter  were  true,  a maladaptive  style  of  participation 
might  reflect  nothing  more  than  a lack  of  proper  knowledge  and  informa- 
tion about  the  process  of  psychotherapy.  This  hypothesis  reflects  the 
belief  that  ".  . . psychotherapy  is,  at  least  in  part,  a rational,  teach- 
able process  whose  efficacy  is  increased  by  explication"  (Garrison,  1978, 
p.  130). 

If  a client's  style  of  participation  is  potentially  modifiable, 
the  next  logical  step  is  to  remediate  the  deficit  prior  to  or  early  in 
therapy  by  teaching  the  client  about  the  process  of  therapy,  and  how 
best  to  participate  in  order  to  maximize  his  chances  of  success.  If 
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the  client's  expectations  for  treatment  and  his  level  of  motivation  are 
capable  of  significantly  affecting  his  style  of  participation,  such  an 
intervention  might  then  focus  upon  all  three  areas:  raising  the  level 

of  motivation,  engendering  accurate  and  realistic  expectations,  and 
instructing  him  in  the  most  productive  ways  of  interacting  and  partici- 
pating. 

A number  of  research  groups  have  attempted  just  such  an  inter- 
vention, although  none  of  them  has  systematically  focused  upon  all  three 
of  these  particular  areas.  Typically,  they  have  compared  a no-treatment 
control  group  of  therapy  clients  with  a similar  group  which  receives  the 
intervention.  These  pretherapy  inductions,  as  they  have  been  commonly 
labeled,  are  primarily  designed  to  better  prepare  a client  for  his  or 
her  coming  role  as  a psychotherapy  client  (Hoehn-Saric  et  al.,  1964;  Yalom, 
Houts,  Newell,  and  Rand,  1967;  Orne  and  Wender,  1968;  Truax  and  Wargo, 

1969;  Truax,  Wargo,  and  Volksdorf,  1970;  Sloane  et  al.,  1970;  Strupp  and 
Bloxom,  1973;  Warren  and  Rice,  1972;  Heitler,  1973;  Garrison,  1978). 

Induction  Studies 

The  induction  studies  which  have  been  conducted  vary  greatly, 
and  no  study  has  directly  replicated  any  other  study.  Most  are  not 
truly  even  comparable,  because  several  critical  variables  differ  signifi- 
cantly from  study  to  study.  These  variables  include  the  following: 
mode  of  treatment,  group  vs.  individal;  type  of  subject,  normal  vs. 
neurotic/psychotic  vs.  low  SES;  type  of  induction,  film  vs.  interview 
vs.  script;  whether  the  therapist  is  blind  to  the  treatment  conditions; 
types  of  measurement  used  to  assess  therapeutic  change  and  the  effects  of 
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the  induction,  process  vs.  outcome,  types  of  scales,  etc.  These  variables 
and  their  respective  studies  will  be  discussed  in  detail  as  they  pertain 
to  the  present  study,  which  includes  an  induction  procedure  that  is 
designed  to  prepare  subjects  for  individual  psychotherapy. 

Many  of  the  studies , for  exampl e,  prepared  subjects  for  group 
therapy  (Yalom  et  al . , 1967;  Heitler,  1973;  Strupp  and  Bloxom,  1973; 

Truax  and  Wargo,  1969;  Garrison,  1978),  while  the  others  prepared 
subjects  for  individual  psychotherapy  (Hoehn-Saric  et  al.,  1964;  Warren 
and  Rice,  1972;  Sloane  et  al . , 1970).  Because  the  rationale,  therapy 
expectations,  and  goals  differ  considerably  between  the  two  modes  of 
treatment,  the  results  from  the  two  types  of  studies  are  not  really 
directly  comparable. 

One  induction  procedure  used  by  Warren  and  Rice  (1972)  to  pre- 
pare subjects  for  individual  therapy  was  termed  "stabilizing  and  struc- 
turing." This  approach  involves  four  half-hour,  outside-of-therapy 
sessions,  which  are  conducted  by  an  investigator  who  is  not  the  thera- 
pist before  the  second,  third,  fifth,  and  eighth  therapy  hours.  Stabil- 
izing is  a 5-10  minute  procedure  in  which  no  specific  information  about 
therapy  is  communicated.  Rather,  the  investigator  encourages  the  client 
to  bring  up  any  problems  which  he  might  be  having  with  therapy  or  the 
therapist,  assists  in  clarifying  them,  and  encourages  the  client  to 
bring  them  up  with  his  therapist  (Warren  and  Rice,  1972). 

Structuring  is  an  approach  designed  to  teach  the  client  to 
participate  productively  in  the  therapy  process,  and  to  assist  him, 
through  practice  and  feedback,  to  learn  to  use  the  ways  of  relating  to  experi- 
ence which  have  proven  to  be  the  most  helpful  (Warren  and  Rice,  1972). 
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It  appears  that  the  stabilizing  portion  might  increase  the 
congruence  of  patient-therapist  expectations  by  encouraging  the 
client  to  bring  up  problems  that  he  is  having  in  therapy  or  with 
the  therapist,  thus  giving  him  the  chance  to  clarify  any  discrepancies 
in  his  expectations.  Furthermore,  the  structuring  portion  would  im- 
prove the  client's  participation  and  would  increase  the  level  of 
motivation. 

This  type  of  induction  could  probably  be  conducted  by  the 
therapist,  although  it  is  designed  to  be  used  by  an  outsider. 

This  particular  induction  also  has  the  advantage  of  being  extended 
over  four  sessions  during  two  weeks,  thereby  giving  the  client  more 
time  to  integrate  and  to  apply  the  knowledge.  On  the  other  hand,  in 
its  present  form,  it  is  much  less  efficient  than  a single  interview, 
especially  if  it  must  be  conducted  by  a person  other  than  the 
therapist. 

The  55  low-prognosis  subjects  used  in  the  study  were  identi- 
fied on  the  basis  of  voice  quality  in  the  first  interview  (Rice  and 
Wagstaff,  1967).  They  were  randomly  divided  into  control  (therapy 
only),  semi-control  (therapy  plus  stabilizing),  and  experimental  (ther- 
apy, plus  stabilizing  and  structuring)  groups.  Clients  were  seen 
for  20  sessions,  but  only  for  ten  weeks  'with  two  sessions  per  week. 
Although  this  schedule  would  be  considered  to  be  a type  of  brief 
therapy,  it  is  not  wholly  comparable  to  most  other  studies  of  brief 
therapy  which  would  spread  16-20  sessions  over  16-20  weeks.  Therapists 


21 


in  the  study  were  experienced  Rogerians,  and  most  were  blind  to  the 
treatment  conditions,  although  they  were  aware  that  research  was 
being  conducted. 

Similar  to  many  of  the  earlier  studies,  Warren  and  Rice 
(1972)  used  attrition  and  attendance  as  a major  index  of  a successful 
induction  procedure.  They  further  hypothesized  that  experimental 
clients  would  engage  in  therapy  in  a more  productive  manner,  and  would 
have  a more  favorable  outcome.  The  semi-control  group  was  predicted  to 
have  better  attendance  and  less  attrition  than  the  controls,  but  not 
to  engage  in  the  therapy  process  as  productively  as  the  experimen- 
tals. 

Results  showed  that  the  stabilizing  portion  decreased 
attrition,  but  only  those  with  both  stabilizing  and  structuring  com- 
pleted significantly  more  therapy  sessions  than  did  the  controls 
(Warren  and  Rice,  1972).  These  findings  support  the  belief  that 
congruence  patient-therapist  expectations  would  encourage  the  client 
to  remain  in  treatment,  possibly  because  the  clients  are  more  comfort- 
able and  more  productive. 

Client  participation  (process)  was  scored  on  expressive  stance 
and  voice  quality  for  the  first  and  eleventh  interviews,  as  per  the 
Rice-Wagstaff  client  process  classification  system  (Rice  and  Wagstaff, 
1967).  Voice  quality  was  not  a specific  target  of  the  induction,  and 
was  also  a non-significant  variable  in  separating  the  controls  from 
the  experimental s . Experimental  clients  only,  however,  were  engaging 
in  significantly  more  differentiated  exploration  and  subjective  reaction, 
and  less  objective  description  (expressive  stance)  than  either  of  the 
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other  groups  by  the  eleventh  interview.  These  process  ratings  were 
conducted  with  adequate  reliabilities  and  sampling  methods,  except  for 
the  fact  that  only  two  therapy  sessions  were  used  for  the  samples. 

Also,  the  statistical  properties  of  this  scale  have  not  been  as  thor- 
oughly  examined  and  established  as  have  those  of  other  seal es  such  as 
the  VPPS,  for  example  (Warren  and  Rice,  1972). 

Of  the  outcome  measures,  therapist  and  client  ratings  of  change 
were  significantly  higher  for  the  experimental  than  for  both  other 
groups.  Mo  pretherapy  assessments  of  these  groups  were  made  on  these 
measures,  however,  to  use  as  a basis  for  comparison.  Also,  no  outcome 
ratings  of  the  clients  were  made  by  non-involved  persons,  and  the 
measures  themselves  consisted  only  of  three  Likert  scales.  After  20 
sessions  of  therapy,  clients  were  given  a 20-week  vacation,  after  which 
they  were  permitted  to  continue  with  their  original  therapists.  Thus, 
no  outcome  measures  were  taken  after  the  first  20  sessions  (Warren  and 
Rice,  1972). 

All  of  the  induction  studies  lack  adequate  follow-up  data. 

This  omission  is  unfortunate,  because  data  from  these  studies  suggest 
that  induction  effects  emergy  at  different  points  throughout  the  course 
of  therapy  across  studies,  and  that  these  time  effects  may  be  a function 
of  the  types  of  measures  or  scales  which  are  selected.  For  instance, 
some  studies  which  have  chosen  to  use  certain  process  or  outcome 
measures  report  that  inductions  produce  experimental  effects  early  in  the 
therapy  course,  and  that  they  eventually  disappear  or  even  out  over  time. 
Conversely,  however,  other  studies  report  that  induction  effects  only 
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begin  to  discriminate  between  treatment  and  control  groups  at  the  end 
of  the  course  of  therapy.  Thus,  the  method  or  scale  which  is  selected 
to  measure  induction  effects  may  be  as  likely  to  influence  the  outcome 
data  as  the  actual  induction  procedure. 

Researchers  would  be  wise  to  employ  a variety  of  global  and 
specific  outcome  ratings  which  are  obtained  both  early  and  late  in 
the  therapy  course,  as  well  as  repeated  process  samplings,  if  they  wish 
to  obtain  a sensitive  and  accurate  index  of  induction  effects  as  they 
vary  across  time.  This  approach  permits  the  location  of  adequate 
measures  which  discriminate  reliably  between  experimental  and  control 
groups,  followed  by  the  determination  of  which  of  the  significant 
variables  will  also  be  predictive  of  a successful  treatment  outcome. 

An  alternative  procedure  would  be  to  select  those  measures  or  variables 
which  have  previously  been  shown  to  be  meaningful  and  significant 
predictors  of  outcome,  and  then  to  determine  whether  an  induction  pro- 
cedure can  alter  or  influence  these  variables,  and  thus  the  outcome,  in 
a positive  way.  The  present  study  employed  this  second  approach  by 
using  the  Patient  Involvement  dimension  (participation,  hostility)  from 
the  VPPS  as  a dependent  variable  to  measure  induction  effects  (Gomes- 
Schwartz,  1976).  Secondarily,  measures  of  motivation,  which  have  also 
been  shown  to  be  predictive  of  outcome,  were  used  as  other  dependent 
measures . 

Despite  the  variation  in  outcome  measures  just  mentioned,  and 
the  limitations  in  both  process  and  outcome  measures  in  most  of  the 
studies,  they  all  obtained  strong  main  treatment  effects  for  the  induction 
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procedures  used.  Therefore,  it  appears  that  any  type  of  pretherapy 
induction,  regardless  of  the  type  of  induction  used  or  its  methodological 
inadequacies,  can  have  a strongly  positive  effect  upon  the  client's 
level  and  style  of  participation  in  therapy,  upon  his  perceptions  of 
the  psychotherapy  experience,  and  upon  the  therapist's  evaluation  of  his 
client's  progress. 

The  other  two  induction  studies  which  prepared  subjects  for 
individual  therapy  used  a procedure  based  on  the  Anticipatory  Sociali- 
zation Interview.  This  interview  was  adapted  from  Orne  and  Wender's 
(1968)  original  model,  and  has  provided  guidelines  for  many  of  the 
induction  studies.  It  was  originally  designed  to  prepare  subjects  for 
individual,  dynamically  oriented  therapy,  yet  has  been  used  frequently 
to  prepare  clients  for  group  therapy. 

The  three  major  goals  of  Orne's  interview  are  as  follows: 

(1)  to  provide  a rational  basis  for  the  patient  to  accept  psychotherapy 
as  a means  of  helping  him  deal  with  his  problem;  (2)  to  clarify  the 
role  of  patient  and  therapist  in  the  course  of  treatment;  and  (3)  to 
provide  a general  outline  of  the  course  of  therapy  and  its  vicissitudes 
(Orne  and  Wender,  1968).  Further  details  concerning  the  interview  may 
be  found  in  the  above  reference. 

An  advantage  of  this  method  is  that  it  can  be  conducted  either 
by  the  therapist  or  by  an  outside  person,  prior  to  beginning  therapy. 
Other  advantages  are  that  the  interview  can  be  modified  to  include 
examples  from  the  individual's  own  history,  and  that  it  can  be  adapted 
to  allow  him  to  ask  questions  and  to  participate.  A problem  with  this 
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interview  is  that  it  requires  more  individualized  time  and  effort 
than  would  a film  (Strupp  and  Bloxom,  1973)  or  a videotape,  particularly 
if  it  must  be  conducted  by  someone  other  than  the  therapist.  The 
interview  is  more  efficient,  however,  than  a procedure  such  as  that 
by  Warren  and  Rice  (1972),  which  requires  four  sessions  outside  of 
therapy.  Furthermore,  although  it  is  a useful  induction  procedure,  it 
might  be  even  more  effective  if  it  attempted  directly  to  enhance  those 
variables  which  have  been  shown  to  predict  a successful  treatment  out- 
come. For  this  reason,  the  present  study  includes  content  which  often 
overlaps  with  that  of  Orne  and  Wender  (1968),  but  which  more  directly 
addresses  the  variables  of  expectations,  motivation,  and  involvement, 
because  they  have  been  shown  to  affect  the  outcome  of  therapy  positively. 

The  two  research  groups  who  used  the  interview  by  Orne  and 
Wender  (1968)  were  Hoehn-Saric,  Frank,  Imber,  Nash,  Stone  and  Battle 
(1964)  and  Sloane,  Cristol,  Pepernik  and  Staples  (1970).  Although  both 
groups  used  psychoneurotic  patients,  Hoehn-Saric  et  al . excluded  those 
who  had  had  any  previous  psychotherapy  knowledge  or  experience,  while 
Sloane  et  al.  excluded  only  those  who  had  had  ten  or  more  hours  of 
therapy. 

Both  groups  used  similar  procedures.  The  patients  were  seen  for 
a diagnostic  interview  by  a research  psychiatrist,  and  rated  on 
several  scales  to  obtain  an  index  of  present  level  of  functioning, 
prognosis  in  therapy,  and  attractiveness.  Both  studies  also  included 
client  self-ratings  of  severity  of  illness,  or  discomfort,  and  a formu- 
lation of  three  target  symptoms  by  the  research  psychiatrist  and  the 
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client.  Target  symptom  ratings  have  been  shown  to  be  particularly 
reliable  and  valid  outcome  ratings  (Sloane  et  al.,  1975).  Subjects 
were  then  assigned  randomly  for  individual  psychotherapy  to  psychiatric 
residents  who  were  blind  to  the  treatment  conditions.  Because 
experienced  therapists  have  been  shown  to  produce  consistent  and  positive 
treatment  effects  in  therapy,  both  studies  could  have  been  improved  by 
the  use  of  experienced  therapists  (Meltzoff  and  Kornreich,  1970). 

The  hypotheses  tested  in  Hoehn-Saric  and  others'  study  were 
extremely  general.  It  was  predicted  that  the  induction  would  (a)  produce 
better  therapy  behavior  in  the  third  sesion  (the  first  session  in 
which  history- taking  did  not  predominate),  (b)  decrease  resistance  as 
indicated  by  better  attendance,  (c)  improve  the  therapeutic  relation- 
ship as  judged  by  the  therapist,  and  (d)  produce  a more  favorable  out- 
come after  four  months  of  treatment  (Hoehn-Saric  et  al . , 1964). 

Sloane  et  al.  (1970),  using  the  same  role  induction  interview, 
examined  its  contents  and  devised  treatment  conditions  which  would 
assess  separately  the  two  factors  which  had  been  implicitly  combined 
in  Hoehn-Saric  and  others 1 study.  They  hypothesized  that  the  induction  of 
both  (1)  appropriate  role  behaviors,  and  (2)  expectation  of  improvement 
within  a finite  time,  would  produce  (a)  better  attendance  and  (b)  more 
improvement  in  patients  than  would  the  induction  of  either  one  of 
these  factors  alone,  or  no  induction  at  all. 

Secondly,  Sloane  et  al.  (1970)  also  hypothesized  that  a 
pretherapy  induction  would  affect  the  therapist's  perceptions  of  the 
patient,  as  did  Hoehn-Saric  et  al.  (1964)  under  their  heading 
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"therapeutic  relationship."  While  Hoehn-Saric  et  al . (1964)  assessed 
this  effect  by  obtaining  global  therapist  ratings  at  the  end  of 
treatment,  Sloane  et  al . (1970)  predicted  that  induction  effects  would 
show  up  earlier,  and  consequently  obtained  simple  therapist  ratings 
after  the  first  therapeutic  interview. 

Sloane  et  al . (1970)  obtained  no  significant  results  from  the 
therapist  ratings,  while  Hoehn-Saric's  therapists  rated  the  experimental 
group  as  significantly  higher  in  all  areas.  Sloane  et  al.  (1970)  may 
have  obtained  no  results  because  the  therapist  was  rating  too  early 
in  the  course  of  therapy,  because  the  rating  methods  were  too  simple  or 
did  not  address  specific  effects  of  the  induction,  or  because  the 
therapists  were  rating  clients  solely  on  attractiveness  using  Kelly's  Role 
Construct  Repertory  Test  (see  Sloane  et  al.,  1970).  Hoehn-Saric  et  al . 
(1964),  however,  used  global,  retrospective  therapist  ratings  on 
(1)  difficulty  in  establishing  and  maintaining  therapeutic  relation- 
ship, (2)  severity  of  illness  at  termination,  (3)  degree  of  improvement 
and  (4)  degree  to  which  patient  approached  therapist's  image  of  the 
ideal  patient. 

In  view  of  these  results,  multiple  therapist  ratings  ideally  should 
be  sampled  throughout  the  therapeutic  process,  including  early  and  late 
treatment  sessions.  Furthermore,  therapists  should  rate  patients  on 
several  variables,  including  liking  for  patient,  predicted  prognosis,  at- 
tractiveness of  patient,  and  Hoehn-Saric  and  others'  variables  of 
difficulty  in  establishing  and  maintaining  a therapeutic  relation- 
ship, severity  of  illness  at  termination,  degree  of  improvement,  and 
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degree  to  which  the  patient  approached  the  therapist's  image  of  an 
ideal  patient  (Hoehn-Saric  et  al . , 1964). 

For  both  studies,  each  patient  who  was  assigned  to  the  experi- 
mental group  was  given  a role  induction  interview.  In  the  Hoehn-Saric 
et  al . (1964)  study,  the  same  research  psychiatrist  who  conducted 
the  intake  conducted  the  role  induction  interview.  The  induction  was 
conducted  by  a research  psychiatrist  other  than  the  person  conducting 
the  intake  in  the  study  by  Sloane  et  al.  (1970),  however,  in  order  to 
minimize  bias  from  prior  knowledge  of  the  client's  history. 

Besides  the  induction  and  control  conditions,  Sloane  et  al. 
(1970)  also  included  the  time  expectation  condition,  in  which  patients 
were  simply  told  that  they  would  feel  better  and  function  more 
effectively  after  four  months  of  treatment.  One  group  received  the 
time  expectation  only,  a second  group  received  both  time  expectation 
and  a role  induction  interview,  a third  group  received  the  induction 
only,  and  a fourth  served  as  a control  group.  Both  Hoehn-Saric  et  al. 
(1964)  and  Sloane  et  al . (1970)  included  adequate  no-treatment  control 
groups  of  patients  who  simply  underwent  psychotherapy. 

Only  Hoehn-Saric  et  al . (1964)  evaluated  patient  change  on 
process  measures.  Two  research  staff  members,  blind  to  the  treatment 
conditions,  rated  the  taped,  coded  interviews  with  somewhat  low 
inter-rater  reliabilities  (r  = 0.57,  p < 0.01).  Samples  were  taken  from 
the  initial  interview,  third,  and  last  sessions  (mean  last  session  = 
session  el  even) . Ratings  were  made  as  per  the  Therapy  Behavior  Scale 
(McNair  and  Lorr  as  described  by  Hoehn-Saric  et  al.,  1964).  This  scale 
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provides  an  index  of  the  presence  or  absence  of  undesirable  therapy 
behaviors.  No  reliability  or  validity  data  were  available  because 
the  cited  reference  was  personal  communication  to  the  author  (Hoehn- 
Saric  et  al . , 1964) . 

Results  of  this  behavior  scale  were  compared  for  all  three 
sessions  of  sampling.  The  experimental  and  control  groups  did  not 
differ  on  the  basis  of  in-therapy  behavior  during  the  evaluation  inter- 
view, nor  did  they  differ  during  the  last  therapy  session.  But  during 
the  third  session,  which  was  the  first  session  predicted  to  show  actual 
therapeutic  interaction,  the  experimental  group  was  rated  significantly 
higher  than  the  control  group  (p  < 0.01).  These  third-session  ratings 
of  behavior  correlated  with  the  therapist's  global  improvement  ratings 
at  0.61  (p  < 0.0005)  and  with  the  patient's  estimate  of  his  improvement 
on  target  symptoms  at  0.30  (p  < 0.05),  both  of  which  differentiated 
the  experimental  from  the  control  group  to  a significant  degree.  Thus, 
differences  in  the  patients'  behaviors  during  the  third  session  in  some 
way  significantly  related  to  their  own  and  to  the  therapists'  evalua- 
tions of  their  improvement  in  therapy. 

As  mentioned,  Hoehn-Saric  et  al . (1964)  obtained  the  patient's 
ratings  of  his  improvement  on  target  symptoms  and  on  a global  improve- 
ment scale,  and  reratings  on  a discomfort  scale  at  the  end  of  treat- 
ment. Only  the  patient's  ratings  of  change  on  the  target  symptoms 
were  significant.  Patients  in  the  Sloane  et  al . (1970)  study  also 
rated  themselves  on  change  in  target  symptoms  and  on  severity  of  ill- 
ness, but  the  results  did  not  discriminate  among  groups.  The  differences 
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in  the  outcome  of  these  two  research  groups  on  target  symptoms  do  not 
appear  to  be  attributable  to  differences  in  design  based  on  the 
summaries  by  the  authors,  although  such  differences  may  exist.  It  may 
be  that  the  set  of  therapists  in  one  study  focused  on  improvement  of 
symptoms,  while  the  other  set  did  not.  Alternatively,  the  inductions 
may  have  differed  enough  from  study  to  study  to  affect  target  symptoms 
differentially.  Third,  the  fact  that  the  patients  of  Sloane  et  al. 
(1970)  were  generally  younger  and  better  educated  may  have  contributed 
to  these  results,  because  role  induction  interviews  seem  to  typically 
have  a stronger  effect  upon  naive  or  less-educated  patients  with  a 
lower  SES  (Yalom  et  al.,  1967). 

Another  outcome  measure  used  by  Hoehn-Saric  et  al . (1964)  con- 
sisted of  a structured  interview,  designed  to  obtain  data  for  the  Social 
Ineffectiveness  Scale.  It  was  conducted  at  the  time  of  termination 
by  a research  staff  member  who  was  blind  to  the  treatment  conditions. 
Experimental  patients  reported  a significantly  better  adjustment  than 
did  the  control  patients  on  this  scale.  The  authors  did  not  make  it 
clear,  however,  whether  this  scale  was  based  on  the  clients'  self- 
evaluations,  or  upon  objective  evaluations  by  outside  clinicians. 

Despite  minor  flaws,  Hoehn-Saric  et  al . (1964)  used  adequately 
comprehensive  and  rigorous  measures  of  therapy  change.  The  process 
measures  included  adequate  sampling  procedures,  but  had  interrater 
reliabilities  which  were  somewhat  low.  The  outcome  measures,  although 
they  could  have  been  a bit  more  extensive  from  the  patient's  and  the 
therapist's  perspectives,  at  least  included  data  from  the  patient,  the 
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therapist,  and  an  outside  clinician.  It  was  not  clear,  however, 
whether  each  outcome  measure  was  selected  to  assess  therapy  change  in 
general,  or  whether  it  was  chosen  specifically  to  detect  group  or 
individual  differences  that  were  effects  of  the  induction  procedure.  In 
other  words,  the  hypotheses  did  not  specify  directly  those  variables 
which  were  being  assessed  by  the  outcome  and  process  measures,  e.g.,  the 
Social  Ineffectiveness  Scale.  It  appears  that  this  scale  was  selected 
because  it  might  provide  a good  index  of  improvement  in  psychotherapy, 
and  not  because  the  authors  hypothesized  that  the  induction  procedure 
would  improve  social  ineffectiveness.  This  tangential  nature  of  the 
SIS  may  be  the  reason  that  only  three  of  the  eight  outcome  measures 
significantly  differentiated  between  the  experimental  and  the  control 
groups. 

To  summarize  the  results  of  these  studies,  induction  procedures 
appear  to  be  capable  of  producing  positive,  observable  changes  in  client 
behavior  within  the  psychotherapy  session,  and  to  correlate  highly  with 
favorable  evaluations  of  the  therapy  experience  made  by  clients, 
therapists,  and  outside  clinicians. 

The  types  of  inductions  which  have  been  used  vary  widely. 

Written  scripts  (Garrison,  1978),  films  (Strupp  and  Bloxom,  1973),  and 
the  most  commonly  used  procedure,  a role  induction  interview  (Orne  and 
Wender,  1968),  have  been  tried.  All  have  achieved  highly  positive 
results.  In  a direct  comparison  of  a verbal  script  with  a role  induc- 
tion interview,  for  example,  both  communicated  the  same  material,  and 
both  achieved  identical  positive  results  (Garrison,  1978).  Similar  data, 
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in  combination  with  results  from  modeling  studies,  suggest  that  a film 
or  videotape  could  be  both  highly  efficient  and  highly  effective.  The 
tape  would  communicate  information  concerning  appropriate,  productive 
patient  role  behaviors,  through  the  use  of  a coping  model  (patient 
role)  who  practices  these  behaviors  and  then  receives  verbal  feedback. 

For  this  reason,  the  present  study  employs  a videotape  with  a coping 
model  in  order  to  maximize  the  impact  of  the  induction. 

The  few  studies  which  have  measured  patient  behaviors  during 
therapy  and  following  an  induction  procedure  are  difficult  to  compare, 
because  they  vary  considerably  in  modes  of  treatment,  sampling  methods, 
induction  procedures,  and  types  of  process  scales.  Accordingly,  the 
results  frequently  conflict.  Warren  and  Rice  (1972)  found,  for  instance, 
that  experimental  patients'  expressive  behaviors  had  increased  signifi- 
cantly by  the  eleventh  session.  Hoehn-Saric  et  al . (1964),  however, 
obtained  significant  differences  in  amounts  of  productive  therapy 
behavior  on  the  earliest  therapy  session,  and  by  the  final  session,  the 
control  and  experimental  groups  were  equivalent.  Consequently,  future 
studies  would  profit  by  sampling  repeatedly  throughout  the  course  of 
psychotherapy,  and  by  using  a process  scale  whose  reliability  and  pre- 
dictive validity  have  been  better  documented  than  those  which  were  used 
in  these  studies.  Furthermore,  a process  scale  which  directly  measures 
those  client  behaviors  that  have  been  previously  taught  in  the  induction 
would  be  more  informative  than  a scale  which  has  been  arbitrarily 
selected. 

Similar  to  the  process  results,  outcome  effects  from  the  induc- 
tions were  inconsistent  across  studies,  although  ratings  from  all  three 
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perspectives  (therapist,  client,  outside  clinician)  at  different  times 
detected  differences  between  experimental  and  control  groups.  For 
example,  therapists'  ratings  of  client  attractiveness,  obtained  from 
the  first  interview,  were  unrelated  to  induction  effects  (Sloane  et  al., 
1970),  while  therapists'  global  ratings  of  improvement,  obtained  from 
the  final  sessions,  correlated  highly  with  induction  effects  (Hoehn- 
Saric  et  al . , 1964).  As  previously  discussed,  in  order  to  clarify  some 
of  these  differences,  a future  study  might  obtain  therapist  ratings  on 
a number  of  variables  at  points  early,  throughout,  and  later  in  the 
course  of  therapy. 

Patient  ratings  also  inconsistently  reflected  effects  of  the 
inductions,  although  patient  comfort  and  liking  for  psychotherapy  seemed 
to  be  generally  higher  for  subjects  who  had  received  some  sort  of 
induction  procedure.  One  patient  rating  method  worth  further  examina- 
tion is  patient  evaluation  of  target  symptoms.  Although  target  symptoms 
have  reflected  induction  effects  inconsistently,  this  method  has 
nonetheless  been  proven  so  useful  as  a psychotherapy  outcome  variable, 
that  its  potential  to  assess  the  effects  of  inductions  makes  it  worthy 
of  further  pursuit.  Secondly,  few  studies  have  assessed  the  direct 
effects  of  the  induction  by  examining  clients'  attitudes  or  behaviors 
both  prior  to  and  immediately  following  the  induction  and  prior  to 
beginning  psychotherapy.  These  differences,  which  could  also  be  cor- 
related with  process  and  outcome  variables,  would  assist  in  sorting  out 
some  of  the  observed  differences  between  experimental  and  control 
groups  at  a very  early  point  in  time. 
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Finally,  various  types  of  ratings  which  are  obtained  from  an 
outside  clinician,  from  both  an  intake  interview  and  a final  interview, 
have  proven  to  be  fairly  useful.  Again,  one  such  important  rating 
method  is  that  of  target  symptoms,  which  are  formulated  by  the  client 
with  the  clinician's  help  during  the  intake,  and  then  assessed  at  that 
time  and  at  later  points  in  therapy.  This  measure  has  not  been 
correlated  consistently  with  induction  effects,  but  because  it  has 
been  able  to  detect  them  successfully  at  times,  and  because  in  general 
it  is  a highly  useful  and  specific  outcome  variable,  future  induction 
studies  would  benefit  from  including  it. 

The  most  outstanding  finding  from  all  of  these  studies  was  the 
continued  emergence  of  strong  positive  induction  effects,  despite  the 
fact  that  types  of  subjects,  design  and  methodology,  modes  of  treatment, 
induction  procedures,  control  groups,  and  types  of  measures  of  change 
varied  tremendously  from  study  to  study.  Every  study,  in  fact,  obtained 
large,  significant  differences  between  experimental  and  control  groups. 
Process  effects  usually  emerged  at  a particular  point  in  the  course  of 
therapy  in  any  given  study,  and  varied  from  study  to  study.  Positive 
outcome  effects  were  usually  obtained  in  just  two  or  three  of  eight  or 
more  outcome  measures.  Yet  the  differences  which  emerged  were  highly 
significant,  and  were  obtained  from  the  therapists',  clinicians',  and 
clients'  differing  perspectives.  Because  induction  procedures  seem  to 
consistently  and  positively  affect  process  and  outcome  in  psychotherapy, 
future  studies  should  not  continue  to  seek  only  a main  treatment  effect. 
Rather,  designs  should  begin  to  use  more  specific  and  explicit  variables. 
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in  conjunction  with  more  reliable,  valid,  and  standardized  measures 
of  change.  Furthermore,  these  variables  should  be  examined  at  inter- 
vals throughout  the  duration  of  the  process  which  is  being  measured. 

In  this  way,  it  will  begin  to  be  possible  to  pinpoint  those 
elements  of  the  induction  procedure  which  are  contributing  to  productive 
client  behaviors  and  to  treatment  success,  and  to  detect  these  changes 
with  measures  which  are  adequately  thorough  and  rigorous  to  yield 
confidence  in  the  results.  Once  the  methodology  has  been  improved, 
studies  can  begin  to  standardize  some  of  the  variables  being  examined 
in  research,  and  can  begin  to  replicate  other  studies,  in  order  to 
clarify  and  to  sort  out  the  body  of  data  which  is  currently  somewhat 
contradictory. 


Summary  and  Hypotheses 

Two  areas  of  literature  have  been  reviewed  and  discussed  in  the 
previous  sections.  An  examination  of  the  most  productive  and  rigorous 
studies  in  the  first  area,  psychotherapy  research,  indicated  that  three 
client  variables  are  most  likely  to  predict  the  outcome  of  psychotherapy. 
A high  level  of  client  motivation,  positive  and  congruent  expectations 
about  therapy,  and  considerable  involvement  in  the  actual  process  are 
most  highly  correlated  with  treatment  success  in  brief,  individual 
psychotherapy.  Furthermore,  several  particular  studies  have  employed 
exemplary  designs  and  scales  in  their  examination  of  these  variables, 
thus  providing  guidelines  and  a foundation  for  all  further  psychotherapy 
research  (Sloane  et  al . , 1975;  Gomes-Schwartz,  1976). 
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The  second  body  of  literature,  induction  studies,  revealed  that 
many  different  types  of  attempts  to  prepare  individuals  for  psychother- 
apy have  been  effective.  Few  studies  have  used  adequate  methods  of 
measurement,  particularly  when  assessing  process  variables.  Secondly, 
the  induction  procedures  have  sought  solely  to  obtain  a general, 
positive  treatment  effect,  rather  than  attempting  to  break  the  induction 
procedure  into  specific  variables,  and  then  to  assess  directly  the 
effects  of  the  induction  with  scales  or  measures  which  are  designed 
to  tap  those  specific  variables.  Finally,  induction  studies  might  obtain 
more  significant  treatment  effects  if  they  were  to  preselect  and  to 
focus  upon  variables  and  measures  which  have  already  been  shown  to  be 
predictive  of  outcome,  and  to  enhance  and  to  facilitate  change  in 
these  particular  areas,  through  the  use  of  the  induction  procedure. 

The  present  study  has  attempted  to  combine  these  two  areas  by 
directly  examining  the  immediate  effects  of  an  induction  preparation 
upon  specific  variables  which  have  been  highly  correlated  with  outcome 
in  psychotherapy.  The  focus  of  the  experiment  was  a videotape  induc- 
tion which  acquainted  20  of  40  subjects  with  the  nature  and  process  of 
individual  psychotherapy. 

Two  groups  of  20  women  each,  who  were  between  the  ages  of  32 
and  50  and  who  had  returned  to  school  after  a break  in  their  studies, 
were  the  subjects  of  the  study.  Both  subject  groups  participated  in 
identical  procedures,  except  for  the  contents  of  the  videotape. 

Initially,  the  subjects  in  each  group  completed  a questionnaire  concern- 
ing psychotherapy  attitudes,  and  a self-report  checklist  on  anxiety, 
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hostility,  and  depression.  Afterwards,  the  experimental  group  viewed 
an  induction  videotape  which  was  designed  to  provide  an  individual  with 
information  about  the  nature  and  process  of  psychotherapy,  and  to  teach 
her  the  most  productive  means  of  participating  and  interacting  in 
therapy.  The  control  group  viewed  a neutral  videotape  concerning  the 
special  offerings  and  opportunities  which  were  available  for  women  on 
campus,  instead  of  the  induction  tape. 

After  completing  the  induction  procedure,  each  subject  again 
completed  the  initial  two  questionnaires,  followed  by  participation  in 
a 40-minute  unstructured  discussion  of  topics  of  her  choice  with  a 
trained  interviewer.  The  interview  was  audiotaped  and  rated  for  client 
process  variables.  Following  the  interview,  each  subject  was  debriefed 
by  the  interviewer. 

The  study  was  formulated  to  evaluate  the  following  hypothe- 
ses: 


1.  Experimental  subjects  will  participate  more  pro- 
ductively and  effectively  than  control  subjects  in 
a 40-minute,  unstructured  interview  which  focuses 
on  any  topics  or  concerns  which  the  client  may 
choose  to  discuss. 

2.  Experimental  subjects  will  be  significantly  less 
hostile  than  control  subjects. 

3.  Experimental  subjects  will  be  significantly  less 
anxious  than  control  subjects. 

4.  Experimental  subjects  will  demonstrate  more  real- 
istic, positive  expectations  and  higher  motivation 
as  a function  of  the  induction  procedure  than  will 
control  subjects. 


CHAPTER  II 
METHOD 

Experimental  Design  and  Operational  Hypotheses 

In  order  to  test  the  hypotheses  outlined  in  Chapter  I,  a com- 
pletely randomized  design  was  employed.  The  independent  variable  was 
the  videotape  presentation,  which  included  two  treatment  conditions,  the 
videotape  induction  (experimental)  and  the  videotape  of  opportunities 
for  women  on  campus  (control).  The  40  subjects  were  randomly  assigned 
to  either  the  experimental  group  or  the  control  group.  Otherwise,  both 
groups  participated  in  identical  procedures. 

Outcome  measures  which  were  based  on  self-report  included  the 
Psychotherapy  Attitude  Questionnaire  (PAQ)  and  the  Multiple  Affect 
Adjective  Check  List  (MAACL)  (Zuckerman  and  Lubin,  1964).  Both  measures 
were  given  on  two  occasions,  including  pre-induction  and  immediately 
post-induction.  The  third  and  primary  outcome  measure  used  was  a por- 
tion of  the  Vanderbilt  Psychotherapy  Process  Scale  (VPPS)  (Gomes-Schwartz, 
1976),  which  provided  a measure  of  subject  behaviors  and  attitude  which 
are  considered  to  be  process  variables  in  psychotherapy . This  measure 
was  employed  on  three  occasions  for  each  subject,  including  the  first, 
middle,  and  final  portions  of  the  interview,  all  of  which  were  post- 
induction. 

Specifically  with  regard  to  these  outcome  measures,  the  general 
hypotheses  outlined  in  Chapter  I may  be  operationalized  into  the  follow- 
ing hypotheses: 
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1.  Experimental  subjects  will  manifest  signifi- 
cantly greater  positive  change  in  their  scores 
on  the  PAQ  in  a comparison  of  scores  pre-  and 
post-induction  than  will  controls. 

2.  Experimental  subjects  will  obtain  a higher  mean 
group  score  on  the  PAQ  than  will  controls  as  a 
result  of  the  induction. 

3.  Experimental  subjects  will  manifest  a signifi- 
cantly greater  reduction  in  their  scores  on  the 
Hostility  Scale  of  the  MAACL  in  a comparison  of 
scores  pre-  and  post-induction  than  will  controls. 

4.  Experimental  subjects  will  obtain  significantly 
lower  scores  on  the  Hostility  Scale  of  the  MAACL 
than  will  controls  as  a result  of  the  induction. 

5.  Experimental  subjects  will  manifest  a signifi- 
cantly greater  reduction  in  their  scores  on  the 
Anxiety  Scale  of  the  MAACL  in  a comparison  of 
scores  pre-  and  post-induction  than  will  controls. 

6.  Experimental  subjects  will  obtain  significantly 
lower  scores  on  the  Anxiety  Scale  of  the  MAACL 
than  will  controls  as  a result  of  the  induction. 

7.  Experimental  subjects  will  obtain  significantly 
higher  scores  than  will  control  subjects  on  the 
Patient  Participation  dimension  of  the  VPPS. 

8.  Experimental  subjects  will  obtain  significantly 
lower  scores  than  will  controls  on  the  Patient 
Hostility  dimension  of  the  VPPS. 


Subjects 

The  subjects  were  40  women  between  the  ages  of  32  and  50  who  had 
returned  to  attend  the  University  of  Florida  after  a break  in  their 
studies.  The  subjects  were  selected  from  women  students  of  this  age 
group  through  the  aid  of  the  Office  of  Student  Services.  Each  woman 
received  a letter  which  invited  her  to  participate  in  the  study,  and  which 
explained  the  conditions  of  the  study.  Telephone  contacts  followed  the 
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letters  in  order  to  increase  participation  and  to  eliminate  those  women 
who  had  previously  participated  in  more  than  six  sessions  of  psychother- 
apy. 

The  purpose  of  this  requirement  was  to  maximize  the  effects  of 
the  treatment,  based  on  data  which  indicate  that  patients  who  are  less 
sophisticated  and  knowledgeable  concerning  psychotherapy  tend  to 
experience  greater  gains  from  such  an  induction  procedure  (Sloane  et  al., 
1970;  Hoehn-Saric  et  al . , 1964;  Heitler,  1976).  The  six-session  cutoff 
was  chosen  because  most  psychotherapy  researchers  eliminate  subjects 
from  the  study  if  they  drop  out  prior  to  completing  approximately  six 
sessions,  because  attending  fewer  than  five  to  six  sessions  is  not  con- 
sidered to  be  valid  participation  in  therapy  (Garfield  and  Bergin, 

1978). 

This  population  was  selected  for  several  reasons.  Data  indicate 
that  women  have  a high  frequency  of  visiting  mental  health  facilities 
and  tend  to  remain  in  therapy  once  they  have  chosen  to  begin  (Garfield 
and  Bergin,  1978).  These  findings  suggest  that  this  group  has  a high 
level  of  motivation  to  enter  and  to  remain  in  therapy. 

Secondly,  because  these  women  were  students,  and  had  been 
targeted  as  a group  by  the  Office  of  Student  Services,  this  population 
offered  the  same  pragmatic  accessibility  for  research  purposes  that  is 
characteristic  of  the  typical  psychology  undergraduate  population.  Fur- 
thermore, these  women  had  access  to  free  Mental  Health  Services  on  cam- 
pus, had  they  for  any  reason  later  decided  to  enter  psychotherapy. 

Finally,  little  research  had  been  conducted  with  this  group  of 
women,  and  their  attitudes  and  needs  were  of  interest.  Many  of  these 
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women  had  outside  activities,  spouses  or  partners,  and  children.  Most 
of  these  women  greatly  altered  their  lifestyles  by  choosing  to  return 
to  school,  and  consequently  appeared  to  be  dealing  with  a number  of  very 
real  problems,  such  as  increased  financial  burden,  time  management  prob- 
lems with  a home  and  family,  and  new  anxieties  related  to  academic 
pressures  and  demands.  It  was  thought  that  an  opportunity  to  discuss 
these  pressures  without  actually  having  to  enter  psychotherapy  might 
be  of  benefit  to  them.  Furthermore,  in  the  event  that  these  women 
were  somewhat  prone  to  anxiety,  data  indicated  that  symptoms  of  anxiety 
were  particularly  responsive  to  this  type  of  induction,  and  tended  to 
decrease  after  therapy  preparation  (Friedman,  1963). 

Videotape  Induction:  Independent  Variable 

Two  20-minute  videotapes  were  prepared  and  presented  as  the 
experimental  and  control  conditions  in  the  study.  The  general  purpose 
of  the  experimental  induction  was  to  provide  a client  with  information 
concerning  the  nature  and  process  of  psychotherapy,  in  order  to  facili- 
tate change  through  active  participation  and  collaboration  with  the 
psychotherapist. 

The  induction  videotape  consisted  of  a 20-minute,  informal 
expository  dialogue  between  a "client"  who  approximated  the  charac- 
teristics of  the  subject  population,  and  a "clinician."  The  individual 
who  played  the  role  of  the  client  asked  extremely  basic  questions 
concerning  all  aspects  of  therapy,  and  focused  on  topics  which  are 
included  in  Chapter  I and  in  the  Psychotherapy  Attitude  Questionnaire. 
These  topics  include  the  therapist's  and  client's  behaviors  and  roles 
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in  therapy  (e.g.,  initiation  of  discussion,  taking  responsibility,  not 
censoring  one's  speech),  the  course  of  therapy  (e.g.,  length  of  time, 
ups-and-downs,  resistance,  reasonable  goals),  the  nature  of  the  client- 
therapist  relationship  (e.g.,  transference,  trust),  and  common  myths 
about  therapy.  The  clinician  responded  with  answers  to  these  questions, 
as  well  as  with  concrete  suggestions  for  the  best  means  of  participating 
in  a therapy  session.  The  client  was  encouraged  to  question  the 
clinician  freely,  and  was  reinforced  by  the  clinician  for  a successive 
approximation  to  the  actual  therapy  task.  The  client  gradually  altered 
her  approach,  and  became  more  open  and  expressive  as  the  tape  progressed. 

The  goals  of  the  tape,  in  essence,  were  to  provide  a client  with 
realistic  expectations  about  the  process  and  goals  of  therapy  which  are 
congruent  with  those  of  a therapist  who  is  not  primarily  directive  or 
behavioristic,  to  increase  a client's  motivation  to  engage  herself  in 
therapy,  and  to  teach  her  appropriate,  productive  ways  of  participating 
and  interacting  during  a therapy  session. 

The  format  of  this  videotape  was  that  of  a "coping  model," 
which  had  been  shown  by  behavioral  research  to  be  a highly  effective 
means  of  behavior  change  (Whalen,  1969).  Furthermore,  data  also  indi- 
cated that  a film  of  a model  is  equally  effective  as  a live  model 
(Ritter,  1969).  For  this  reason,  and  for  reasons  of  efficiency,  a 
videotape  was  selected  as  the  medium  for  the  induction  procedure. 

Control  subjects  viewed  a 20-minute  videotape  of  a dialogue 
between  the  same  two  people,  who  discussed  in  a similar  format  the 
cultural,  academic,  and  other  special  offerings  and  opportunities  for 
women  on  the  University  of  Florida  campus. 
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Dependent  Measures 

Self-Report  Measures 

Multiple  Affect  Adjective  Check  List.  The  Multiple  Affect 
Adjective  Check  List  (MAACL)  (Zuckerman,  Lubin,  Vogel  and  Valerius, 

1964)  was  used  as  a dependent  measure  of  anxiety,  hostility,  and  depres- 
sion. The  test  was  given  two  times  during  the  experiment,  both  prior 
to  and  immediately  following  the  induction  procedure.  This  test  is  an 
adjective  checklist  of  89  items,  which  provides  state  measures  of 
anxiety,  hostility,  and  depression.  With  undergraduates  whose  symptoms 
were  experimentally  induced  it  has  a high  split-half  reliability 
(A  = 0.79,  D = 0.92,  H = 0.90,  Spearman-Brown)  but  low  test-retest 
reliability,  consistent  with  day-to-day  fluctuations  in  mood.  Validity 
studies  on  these  samples  have  produced  inconsistent  results  (Zuckerman, 
Lubin,  Vogel,  and  Valerius,  1964). 

A later  study  (Zuckerman,  Lubin,  and  Robins,  1965)  with  large 
patient  samples  indicated  that  anxiety  and  depression  scores  were 
significantly  higher  in  patients  than  in  normals,  that  anxiety  and 
hostility  scores  correlated  significantly  with  observed  ratings  of  these 
two  affects,  and  that  all  three  dimensions  correlated  positively  and 
significantly  with  four  of  the  MMPI  scales  in  patient  populations. 

Retest  and  split-half  reliabilities  were  found  to  be  high  in  patient 
samples  for  anxiety  and  depression,  while  only  retest  reliability  was 
high  for  hostility.  One  difficulty  with  the  MAACL  is  that  the  scales 
intercorrelate  highly  with  each  other. 

Psychotherapy  Attitude  Questionnaire.  The  Psychotherapy  Atti- 
tude Questionnaire  (PAQ)  was  used  as  a dependent  measure,  and  was 
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administered  both  on  a day  prior  to  that  of  the  induction  and  imme- 
diately following  the  induction.  This  scale  was  developed  by  the 
author  in  order  to  assess  changes  in  motivation  and  expectations  con- 
cerning psychotherapy.  It  consists  of  22  statements  about  psychotherapy 
which  the  subject  rates  on  five-point  Likert  scales,  which  range  from 
"Strongly  Agree"  to  "Strongly  Disagree"  (see  Appendix  G). 

This  questionnaire  was  developed  because  no  other  scale  had  been 
constructed  to  tap  systematically  both  expectation  and  motivation  as 
they  are  predictive  of  outcome  in  psychotherapy.  Most  scales  of  expec- 
tation and  motivation  have  been  fraught  with  bias,  methodological  error, 
definitional  problems,  and  have  had  no  theoretical  underpinning.  Further- 
more, they  have  usually  been  constructed  by  an  author  for  use  in  a par- 
ticular study,  and  may  consist  of  one  or  two  Likert  scales  which  are 
rated  by  the  therapist,  or  they  have  used  a nonsystematic  rating  system 
which  is  not  made  available  to  the  public.  Thus,  major  criticisms  of 
these  scales  are  their  idiosyncracy , and  their  lack  of  theory  and  a 
systematic  approach  in  their  construction.  While  the  PAQ  could  also  be 
considered  an  idiosyncratic  measure  which  has  been  constructed  for  this 
particular  study,  it  has  been  based  on  theoretical  underpinnings  and 
operational  definitions,  and  it  is  the  only  scale  which  taps  these 
particular  variables,  as  they  have  been  shown  to  be  predictive  of  out- 
come in  therapy. 

In  order  to  evaluate  the  usefulness  of  the  PAQ  before  giving  it 
to  actual  subjects,  test-retest  reliability  and  frequency  distributions 
were  examined  for  each  item,  using  15  pilot  subjects.  On  the  basis  of 
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these  procedures,  14  items  were  retained  for  use  and  eight  additional 
items  were  included  to  evaluate  trends  (see  Appendix  F). 

Psychotherapy  Process  Measures 

The  Vanderbilt  Psychotherapy  Process  Scale  was  developed  by 
Strupp,  Hadley,  and  Blackwood  (1975)  as  described  by  Gomes-Schwartz 
(1976).  The  Patient  Rating  Section,  a portion  of  which  was  used  in  this 
study,  consists  of  two  sections.  The  first  includes  15  statements  which 
characterize  a patient's  in-therapy  behaviors,  and  which  are  rated  on 
five-point  Likert  scales.  The  second  section  includes  31  adjectives 
which  might  describe  a patient's  demeanor  during  a therapy  hour,  which 
are  also  rated  on  five-point  Likert  scales. 

The  entire  scale,  which  rates  both  patient  and  therapist 
behaviors  and  demeanor,  consists  of  seven  internally  consistent  scales 
derived  through  factor  analysis,  and  yields  consistently  high  inter- 
rater reliabilities  (range  = 0.76  to  0.90,  average  r.  = 0.85)  (Gomes- 
Schwartz,  1976).  The  scales  which  tap  patient  behaviors  include 
(1)  Patient  Exploration,  (2)  Patient  Participation,  and  (3)  Patient 
Hostility.  As  mentioned,  of  all  seven  therapist  and  patient  scales, 
only  the  Patient  Hostility  and  Patient  Participation  scales  were  shown 
to  be  significantly  and  consistently  predictive  of  outcome  in  psycho- 
therapy (Gomes-Schwartz,  1976).  For  this  reason,  only  those  items 
which  comprise  the  Hostility  and  Participation  dimensions  were  used  in 
the  actual  ratings.^ 

See  Appendix  D for  a copy  of  the  partial  VPPS  used  in  the  actual 
ratings.  Hostility  scale  includes  items  3,  -4,  7,  9,  10,  11.  Participa- 
tion scale  includes  items  1,  2,  -5,  6,  -8,  -12,  -13.  Negative  sign  (-) 
indicates  reverse  scored  items. 
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Interview 

Each  subject  took  part  in  a 40-minute,  unstructured,  non- 
directive interview  session  with  an  experienced  doctoral-level 
clinical  psychologist.  One  interviewer  was  hired  in  order  to  best 
standardize  the  interviews  and  to  minimize  the  interviewer  as  a variable. 
She  participated  in  several  training  sessions  with  the  author,  and  then 
interviewed  four  pilot  subjects  in  order  to  assure  that  the  interviews 
complied  with  the  pre-established  criteria  and  were  consistent.  She 
was  blind  to  the  treatment  conditions,  and  was  informed  only  of  the 
basic  structure  of  the  study. 

The  interviewer  was  instructed  to  inform  each  subject  that  she 
(the  subject)  was  to  talk  about  any  topic  of  her  choosing,  and  that 
she  (the  interviewer)  was  not  to  direct  or  to  structure  the  interview. 

She  was  told  to  maintain  a reflective,  empathetic,  responding  mode  with 
each  subject,  and  to  encourage  her  to  talk.  She  was  not  permitted  to 
explore,  to  help  the  subject  understand  feelings  or  reasons  behind  her 
actions,  to  identify  or  to  summarize  themes,  to  confront  the  subject, 
to  deal  with  interpersonal  dynamics  between  them,  or  to  make  any  other 
type  of  higher-level,  active  therapeutic  intervention.  If  questioned 
about  the  study,  she  was  instructed  to  refer  questions  to  the  experi- 
menters. If  questioned  about  herself,  she  was  instructed  to  deflect  the 
questions  and  to  return  the  responsibility  for  talking  to  the  subject. 

This  set,  therefore,  imposed  a somewhat  less  exploratory  and  a more 
passive  role  for  the  interviewer  than  is  usually  the  case  in  an  actual 
clinical  interview. 
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Experimental  Procedure 

Forty  women  who  met  the  study  requirements  were  selected  from 
those  who  responded  positively  to  the  letter  of  invitation.  These 
subjects  were  randomly  assigned  to  either  the  experimental  or  the 
control  group.  Subjects  in  each  group  participated  in  identical  pro- 
cedures, except  for  the  contents  of  the  videotape  induction.  Each  sub- 
ject took  part  in  two  sessions,  totaling  approximately  two  and  one-half 
hours.  During  the  first  session,  each  subject  completed  a biographical 
data  form  and  the  initial  PAQ,  and  agreed  to  participate  in  the  second 
session. 

The  second  session  took  place  at  least  two  weeks  later,  and  the 
sequence  was  as  follows:  preliminary  completion  of  the  MAACL,  viewing 

of  one  of  the  two  videotapes,  second  completion  of  the  PAQ,  second 
completion  of  the  MAACL,  and  participation  in  the  40-minute,  unstructured 
interview  with  a clinical  psychologist.  All  subjects  willingly  signed 
the  Informed  Consent  form  required  by  the  Human  Subjects  Committee  of 
Shands  Teaching  Hospital,  and  a consent  form  authorizing  the  audiotaping 
of  the  interviews.  After  the  interview,  the  subject  was  debriefed  by 
the  interviewer,  and  one  of  the  experimenters  discussed  with  each  subject 
the  follow-up  letter  which  would  contain  the  results  of  the  study. 

All  interviews  were  audiotaped,  and  were  later  analyzed  by 
trained  raters  for  those  patient  behaviors  and  demeanors  which  have 
been  shown  to  be  predictive  of  outcome  in  psychotherapy.  Portions  of 
the  VPPS  were  used  for  this  purpose. 
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Rating  Procedure 

Each  of  40  subjects  took  part  in  a 40-minute  interview  which 
was  recorded  on  audiocassette  tapes.  Three  eight-minute  segments  were 
selected  from  each  interview  tape  at  roughly  equal  intervals  across 
subjects.  The  first  three  and  the  last  five  to  ten  minutes  of  the 
session  were  not  used.  A total  of  120  segments  were  selected  and  rated 
in  a completely  randomized  order. 

Portions  of  the  sessions  rather  than  entire  sessions  were 
selected  for  rating  in  order  to  examine  possible  changes  in  subject 
behavior  throughout  the  session,  thereby  reflecting  a broader  represen- 
tation of  the  entire  interview.  Furthermore,  brief  excerpts  (10  minutes) 
were  used  with  success  by  Gomes-Schwartz  (1976)  in  order  to  simplify 
the  rater's  task  and  to  increase  inter-rater  reliability. 

Two  undergraduate  raters  were  selected,  hired,  and  trained  for 
the  task  (see  Appendix  E).  After  training,  they  independently  rated 
each  eight-minute  segment  on  a partial  VPPS,  composed  of  13  pre-selected 
items  which  are  rated  on  a Likert  scale  of  one  to  five.  The  raters 
were  blind  to  subject  identity  and  to  treatment  conditions  throughout 
the  ratings. 

The  rating  sessions  were  conducted  similarly  to  the  training 
sessions  described  in  Appendix  E.  During  each  session,  both  raters 
rated  from  six  to  eight  segments  independently.  The  ratings  for  at 
least  three  of  every  six  segments  were  compared  with  those  of  the  author, 
in  order  to  minimize  rater  drift  between  the  two  raters.  If  at  any 
time  agreement  between  the  experimenter  and  either  rater  dropped  below 
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85  percent  on  any  segment,  the  experimenter  conducted  a re-training 
session  and  that  segment  was  independently  re-rated.  This  procedure 
was  used  rarely  throughout  the  sessions,  because  the  raters  consistently 
exhibited  a high  degree  of  agreement  with  the  author's  ratings. 

The  average  percentage  of  agreement  for  a session  between  raters 
and  the  author  was  typically  above  92  percent.  At  no  time  did  this 
average  drop  below  88  percent.  Agreement  between  raters  also  appeared 
to  be  consistently  high,  but  the  actual  reliability  between  the  two 
raters  was  evaluated  statistically  after  completion  of  the  ratings. 


CHAPTER  III 
RESULTS 

Preliminary  Analyses 

Examination  of  Pre-induction  Means  and  Normalcy 
of  Distribution  for  All  Data  Sets 

Prior  to  formally  testing  the  hypotheses,  the  data  were  examined 
for  any  tendencies  which  might  compromise  the  use  of  the  planned  analy- 
ses or  of  later  interpretations  of  the  findings. 

To  this  effect,  the  VPPS,  MAACL,  and  PAQ  data  were  examined  for 
normalcy  of  distribution  based  on  frequency  counts.  Because  the  means 
for  all  PAQ  and  VPPS  items  were  normally  distributed  across  subjects,  it 
was  decided  that  two-way  analysis  of  variance  was  an  appropriate 
statistic  for  examining  group  differences  for  both  sets  of  data.  The 
raw  MAACL  data  were  examined,  and  it  was  noted  that  individual  scores 
for  each  dimension  were  approximately  normally  distributed  within  test 
trials  by  groups.  Thus,  it  was  decided  that  two-way  analysis  of  variance 
was  an  appropriate  statistic  also  for  examining  group  differences  on 
MAACL  data. 

PAQ  total  means  for  group  by  test  trial  and  MAACL  dimension 
means  for  group  by  test  trial  were  examined  for  initial  differences 
between  groups  which  might  indicate  that  the  sample  groups  were  not 
adequately  similar  prior  to  presenting  the  videotapes.  No  significant 
differences  were  found  for  any  of  the  PAQ  sets  of  data.  Thus,  it  was 
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determined  that  later  interpretations  of  group  change  as  a result  of 
the  induction  would  not  be  based  on  early  sampling  error. 

An  examination  of  the  MAACL  means,  however,  indicated  that  the 
control  group  differed  from  the  experimental  group  on  pre-test  means 
for  both  MAACL  dimensions.  Scheffe  tests  of  comparisons  of  means  were 
conducted  for  all  pre-test  pairs  after  a two-way  analysis  had  been  run 
for  each  dimension  during  the  formal  testing  of  the  hypotheses,  and 
a mean  group  effect  was  found  for  Hostility.  This  procedure  indicated 
that  the  control  subjects'  pre-test  scores  for  Hostility  were  signifi- 
cantly higher  than  those  of  the  experimental  group.  The  control  group's 
pre-test  Anxiety  scores  were  also  higher  than  those  of  the  experimental 
group,  but  not  significantly  so. 

Therefore,  it  may  be  concluded  that  the  response  set  of  the 
control  group  was  at  a generally  higher  level  than  that  of  the  experi- 
mental group  on  the  MAACL.  These  results  indicate  that  significant 
interaction  effects  obtained  from  the  formal  analyses  would  need  to  be 
interpreted  with  caution.  However,  these  analyses  (which  are  discussed 
later  in  the  chapter)  indicated  that  no  significant  interactions  were 
found  for  either  of  the  dimensions  on  the  MAACL.  Thus,  this  potentially 
confounding  influence  is  not  a problem  with  regard  to  the  MAACL  in  this 
study. 

Test-retest  Reliability  for  PAQ 

Prior  to  testing  the  PAQ  hypotheses,  test-retest  reliability 
(Pearson  product  moment  correlations)  was  examined  by  group  for  all 
subjects.  The  results  are  summarized  in  Table  1. 


Item 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
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TABLE  1 

TEST-RETEST  RELIABILITY  FOR 
ALL  SUBJECTS  ON  PAQ  DATA 


Experimental 

Control 

Correlation 

£ 

Correlation 

£ 

0.69*** 

0.0009 

0.66*** 

0.0010 

0.51* 

0.0200 

0.01 

0.9700 

0.13 

0.5800 

0.60** 

0.0050 

0.01 

0.9600 

0.18 

0.4400 

0.74*** 

0.0002 

0.39 

0.0900 

0.09 

0.6800 

0.56** 

0.0100 

0.07 

0.7300 

0.50* 

0.0200 

-0.18 

0.4400 

0.60** 

0.0040 

0. 77**** 

0.0001 

0.43* 

0.0500 

0.41 

0.0700 

0.54** 

0.0100 

0.29 

0.2100 

0.77**** 

0.0001 

0. 55** 

0.0100 

0.36 

0.1100 

0.41 

0.0700 

0.45* 

0.0400 

0.49* 

0.0300 

0.43* 

0.0500 

0.43* 

0.0500 

0.56** 

0.0100 

0.53** 

0.0100 

0.49* 

0.0300 

0.24 

0.3000 

0.75**** 

0.0001 

0.66*** 

0.0010 

0.63** 

0.0030 

0.28 

0.2300 

0.08 

0.7200 

0.20 

0.3800 

0.69*** 

0.0008 
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TABLE  1 --Continued 


Item 

Experimental 

Control 

Correlation 

£ 

Correlation 

£ 

21 

0.24 

0.3000 

0.55** 

0.0100 

22 

-0.08 

0.7100 

0.75*** 

0.0002 

Participation 

0.34 

0.1100 

0.45* 

0.0400 

Ef f i cacy 

0.86**** 

0.0001 

0.62** 

0.0040 

Total  Score 

0.66*** 

0.0010 

0.70*** 

0.0006 

*£  <0.05 
**£  <0.01 
***£  <0.001 
****£  < 0.0001 
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Results  indicated  that  the  correlations  replicated  quite  con- 
sistently the  findings  from  the  pilot  study.  The  control  group 
correlations  indicated  that  the  response  set  was  stable  (consistent 
over  time  on  all  but  five  items).  However,  because  the  experimental 
group  was  stable  on  three  of  these  items  [(2),  (5),  (12)]  and  because 
these  items  were  also  highly  stable  on  the  pilot  study,  it  may  be 
hypothesized  that  the  non-stability  of  these  three  items  for  the  control 
group  reflects  either  an  artifact  of  sampling  or  an  actual  lack  of 
conviction  concerning  these  items  for  the  control  subjects.  The  other 
two  items  [(4),  (19)]  have  no  stability  over  time,  and  may  be  regarded 
as  not  useful  in  testing  group  differences. 

The  experimental  group's  response  set  was  not  as  consistent  over 
time.  The  control  group  contained  twice  the  number  of  significant  cor- 
relations as  did  the  experimental  group.  It  appears  that  the  induction 
procedure  uniformly  shifted  some  of  the  items  to  higher  scores  within 
the  experimental  group,  while  it  also  prevented  the  experimental  group 
from  having  a stable  response  set  on  other  items. 

Test-retest  reliability  was  also  examined  for  the  total  PAQ 
score  and  for  two  groupings  of  PAQ  items  which  are  discussed  in  the 
Auxiliary  Analyses  section  of  this  chapter.  For  the  test  as  a whole, 
the  response  set  was  stable  for  both  the  experimental  and  control 
groups  (see  Table  1).  For  the  two  PAQ  groupings  (Participation  and 
Efficacy),  the  response  set  was  stable  for  the  control  group  on  both 
groupings,  while  the  response  set  was  stable  only  on  the  Efficacy  group- 
ing for  the  experimental  group.  It  may  be  concluded  that  because  the 
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retest  correlation  was  low  on  the  Participation  grouping  for  the 
experimental  group  that  the  induction  procedure  prevented  those  subjects 
from  maintaining  a stable  response  set. 

Inter-rater  Reliability  for  VPP5  Data 

Reliability  coefficients  between  the  two  raters  were  determined 
for  each  item  for  all  three  taped  segments.  Correlations  between  raters 
ranged  from  0.70  to  0.98  (£  < 0.0001  for  all  _r)  with  the  exception  of 
one  correlation  of  0.57  (jj  < 0.0001).  The  distribution  of  the  39  cor- 
relations (13  items  by  3 segments)  was  as  follows:  12  correlations  were 

in  the  range  of  0.70-0.79;  13  correlations  were  in  the  range  of  0.80- 
0.89;  and  13  correlations  reached  0.90  or  above. 

It  was  concluded  that  the  correlations  were  sufficiently  high 
to  justify  merging  the  scores  for  both  raters  on  each  item  by  segment, 
and  to  justify  averaging  the  scores  rather  than  summing  them.  Thus, 
for  all  analyses  conducted  on  the  process  data,  the  two  raters'  scores 
were  summed  and  averaged  and  subsequently  treated  as  one  score. 

The  high  level  of  inter-rater  reliability  indicates  that 
interpretations  of  significant  VPPS  results  are  very  straightforward, 
given  that  they  do  not  reflect  error  due  to  low  inter-rater  reliability. 

Mediating  Influences 

This  section  presents  and  discusses  relevant  areas  of  informally 
assessed  data  which  were  gathered  at  points  throughout  the  study,  but 
which  were  not  statistically  examined  nor  were  they  included  in  the 
formal  analyses.  These  areas  include  a (1)  description  of  relevant 
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subject  characteristics  in  the  sample,  and  (2)  author's  and  raters' 
observations  of  subject  attitudes,  styles,  and  behavior  during  the 
interview.  Because  this  information  appeared  to  be  important  and 
relevant  to  the  interpretations  of  the  results  of  the  formal  analyses, 
it  is  included  in  this  section.  The  patterns  of  subject  behavior  which 
are  described  later  represent  an  integration  of  both  the  results  of 
the  formal  analyses  and  the  results  of  the  author's  and  raters'  obser- 
vations in  the  previously  mentioned  areas. 

Description  of  Relevant  Sample  Subject  Characteristics 

The  subject  group  as  non-patients.  Several  characteristics  of 
the  40  women  in  this  sample  merit  noting  and  discussing,  because  they 
were  important  with  regard  to  the  variables  in  this  study. 

The  subjects  were  not  patients,  nor  had  they  previously  been 
in  psychotherapy  for  more  than  six  sessions.  These  characteristics 
directly  affected  the  variable  of  motivation  which  was  shown  in  Chapter 
I to  be  a mediating  influence  upon  other  variables.  Without  the  need 
for  positive  self-change,  or  the  willingness  to  undergo  the  discomfort 
which  is  necessary  to  achieve  self-change,  these  analogue  subjects  were 
undoubtedly  less  willing  to  self-disclose  or  to  behave  like  patients 
than  would  have  been  true  for  actual  patients.  Thus,  the  subjects  had 
not  chosen  to  enter  psychotherapy,  and  the  interview  in  this  study  was 
not  therapy.  Both  of  these  variables  should  be  expected  to  reduce  motiva- 
tion to  a level  below  that  which  which  would  be  typical  of  most  psycho- 
therapy patients.  The  mediating  influence  of  motivation  is  discussed  in 
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Chapter  IV  with  regard  to  the  results  of  the  analyses,  rather  than  in 
this  section.  However,  it  was  felt  that  it  was  necessary  to  mention 
it  at  this  point  in  the  Results  section  because  it  appears  to  directly 
affect  all  variables  which  were  measured. 

Levels  of  education,  SES,  and  knowledge  about  psychotherapy. 
Another  characteristic  of  the  group  which  is  worth  examining  was  that 
this  sample  represented  an  unusually  high  preexisting  level  of  knowledge 
about  psychotherapy.  On  the  revised  PAQ,  each  item  could  be  scored  from 
one  to  five,  with  five  representing  the  most  knowledge  about  psychother- 
apy. Approximately  85  percent  of  the  subjects'  item  scores  were  above 
3.5  prior  to  the  induction  procedure,  despite  the  fact  that  the  pilot 
study  had  already  eliminated  those  items  which  did  not  have  a broad 
frequency  distribution.  Moreover,  control  subjects  demonstrated  an 
above-average  knowledge  about  therapy  in  their  comments  during  the 
interview,  as  recorded  in  the  author's  and  raters'  observations. 

This  high  level  of  awareness  may  have  been  the  combined  result 
of  a higher  education  level,  unusual  sample  characteristics,  and  a 
possibly  higher-than-average  interest  in  psychotherapy . For  example, 

19  of  the  40  subjects  were  in  graduate  school,  and  18  of  the  remainder 
were  either  juniors  or  seniors  in  college.  Several  of  the  graduate 
students  were  also  professors  themselves.  Their  biographical  data  indi- 
cated that  the  majority  of  the ‘subjects  were  married  to  professional 
husbands.  Those  who  were  unmarried  tended  to  be  employed  as  profes- 
sionals themselves,  or  to  have  had  fathers  in  a similar  occupational 
category.  Only  three  subjects  indicated  that  they  were  not  involved  at 
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that  occupational  level  either  by  birth  or  marriage,  or  through  their 
own  employment.  Consequently,  this  sample  represents  high  levels  of 
education  and  of  socioeconomic  status,  which  may  have  contributed  toward 
a high  level  of  knowledge  about  psychotherapy. 

Also,  because  these  subjects  were  volunteers,  they  may  have 
been  more  interested  in  therapy  than  the  average  person.  This  pre- 
selecting condition  may  in  part  have  contributed  to  their  high  level  of 
knowledge  about  psychotherapy . 

The  consequence  of  this  high  initial  level  of  knowledge  about 
psychotherapy  concerns  the  study  because  it  permits  only  a conservative 
test  for  change.  Although  only  items  had  been  retained  from  the 
original  PAQ  which  had  had  a broad  frequency  distribution,  the  subjects 
still  managed  to  obtain  generally  high  scores.  Thus,  any  significant 
changes  in  the  area  of  knowledge  about  therapy  might  be  interpreted  as 
strong  indicators  of  an  induction  effect,  because  the  characteristics  of 
this  sample  group  made  the  subjects  less  likely  to  demonstrate  changes 
on  the  PAQ. 

Author | s and  Raters'  Observations  of  Subject  Differ- 
ences in  Style  and  in  Content  during  the  Interview 

Throughout  the  rating  process,  the  author  and  both  raters  kept 
extensive  written  records  of  the  contents  of  all  taped  segments  and  of 
the  subjects'  observed  attitudes  toward  the  interview  and  the  inter- 
viewer. There  was  often  a mutual  consensus  among  the  author  and  raters 
that  certain  subjects,  who  were  identified  only  later  as  experimental 
subjects,  were  behaving  more  similarly  to  actual  patients  than  were 


59 


control  subjects,  but  that  the  VPPS  did  not  seem  to  capture  the  critical 
group  differences. 

These  observed  differences  focused  primarily  upon  group  ten- 
dencies in  approach  to  the  interview,  direction  and  level  of  affect, 
content  differences  and  similarities,  exploration  of  conflicts,  and 
how  these  variables  changed  over  time.  These  differences  tended  to 
characterize  the  majority  of  subjects  in  each  group,  represented  by 
those  who  were  mildly  to  moderately  uncomfortable  with  the  procedure. 

It  became  evident  that  most  of  the  subjects  in  both  groups  were  uncom- 
fortable, although  in  each  group  there  were  clearly  a few  subjects  who 
were  delighted  to  be  able  to  talk  about  themselves  with  a clinical  psy- 
chologist for  45  minutes.  These  subjects  were  fairly  similar  across 
both  groups,  as  were  those  subjects  who  were  severely  uncomfortable  with 
the  procedure. 

The  nature  of  the  interview  was  such  that  the  interviewer  was 
much  less  responsive  and  more  passive  than  in  a typical  therapy 
session.  She  was  instructed  not  to  structure  the  session  or  to  assume 
any  responsibility  for  selecting  content  areas  of  discussion.  However, 
most  of  the  subjects  commented  openly  and  often  that  they  would  have 
preferred  a more  structured  interview  format.  This  preference  was  also 
expressed  by  female  clients  (particularly  low  counseling  readiness) 
in  several  studies  by  Heilbrun  (1972,  1974). 

Additionally,  the  demand  characteristics  of  the  interview 
deserve  discussion.  All  subjects  were  aware  that  the  interviewer  was 
a practicing  doctoral-level  clinical  psychologist,  and  many  subjects 


60 


expressed  a more-than-passing  interest  in  the  nature  of  her  occupation 
as  a private  practitioner.  Also,  comments  such  as  "If  I were  in 
therapy  I would  probably  have  some  problems  to  discuss,  but  I'm  not  and 
there  really  is  nothing  troubling  me"  were  frequent.  Thus,  the  psy- 
chological focus  of  the  questionnaires,  the  credentials  of  the  inter- 
viewer, and  the  similarity  of  the  interview  session  to  a psychotherapy 
session  (from  the  viewpoint  of  someone  who  has  not  previously  been  in 
therapy)  all  contributed  toward  a situation  which  generated  some  expec- 
tations that  the  subjects  should  behave  like  therapy  patients. 

Secondly,  for  those  who  saw  the  induction  tape,  the  demand 
characteristics  appeared  to  be  much  more  salient  and  overt.  Comments 
about  not  having  problems  to  discuss  occurred  more  frequently  than  in 
the  control  group,  and  some  experimental  subjects  seemed  to  manifest 
a direct  resistance  to  their  perceived  view  of  the  situation.  During 
the  early  stages  of  the  interview,  the  experimental  subjects  who  were 
uncomfortable  were  more  wary  and  guarded  than  those  in  the  control 
group,  and  were  occasionally  hostile  about  participating  in  the  inter- 
view and  about  complying  with  what  appeared  to  be  expected  of  them, 
although  they  had  been  previously  informed  on  several  occasions  as  to 
the  nature  of  the  interview. 

In  contrast,  it  was  noted  that  control  subjects  seemed  to  begin 
the  interview  more  strongly  and  eagerly,  although  many  of  them  also 
seemed  uncomfortable  at  being  confronted  with  a therapy-like  situation. 
They  differed  from  the  experimental  subjects  in  that  they  tended  to 
talk  more  in  order  to  mask  or  to  compensate  for  their  anxiety  and 
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discomfort.  An  interesting  difference  was  noted  between  groups  for 
those  subjects  who  were  uncomfortable  at  the  beginning  of  the  inter- 
view. The  experimental  subjects  became  more  openly  expressive  of 
their  discomfort,  relating  directly  to  the  interviewer  their  feelings 
of  annoyance,  anxiety,  distress,  etc.  Often  this  direct  expression 
which  was  accepted  by  the  interviewer  gave  way  to  a similarly  open 
expression  of  feelings  or  of  having  difficulty  in  personal  areas  which 
were  unrelated  to  the  interview.  It  appeared  that  the  process  of  dis- 
closing at  a high  affective  level  began  with  the  interview  as  a content 
focus,  and  then  frequently  shifted  to  other  problem  areas  with  the 
same  quality  of  exploration. 

In  contrast,  however,  those  in  the  control  group  were  not  nearly 
so  direct,  tending  to  talk  more  quickly  and  aimlessly  on  numerous 
content  areas  without  many  changes  in  affect.  They  relayed  their 
discomfort  to  the  interviewer  primarily  with  comments  such  as,  "Gee, 

I don't  know  what  to  talk  about,"  and  then  moved  rapidly  on  to  another 
topic  or  paused  for  an  interviewer  response.  Rarely  did  the  control 
subjects  pursue  their  discomfort  at  the  affective  level  manifested 
by  the  experimental  subjects. 

As  mentioned,  content  areas  seemed  to  differ  somewhat  between 
groups.  Although  in  both  groups  some  subjects  seemed  ready  and 
willing  to  discuss  personal  problems,  the  rest  struggled  with  choosing 
topics,  as  a result  of  the  lack  of  interview  structure.  All  of  the 
women  were  aware  that  they  had  been  chosen  as  subjects  because  they 
had  returned  to  school.  Therefore,  many  of  them  tended  to  focus  upon 
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school  as  the  area  of  discussion.  However,  many  control  subjects  tended 
to  talk  very  superficially  about  school,  focusing  upon  schedules, 
courses,  likes  and  dislikes  at  a concrete  level,  etc.  When  they  did 
approach  topics  of  family  or  relationships,  it  was  often  with  regard  to 
school,  and  generally  not  very  affectively  oriented. 

Moreover,  when  control  subjects  chose  to  disclose  difficulties 
which  they  had  encountered  upon  returning  to  school,  they  rarely  chose 
to  focus  upon  presently  unresolved  issues.  Conflicts  which  were  men- 
tioned tended  to  be  old,  previously  resolved  conflicts  which  were 
followed  by  comments  such  as  "It  was  hard  for  me,  but  I'm  okay  now." 

In  other  words,  control  subjects  tended  to  discuss  superficial  content 
areas,  and  when  they  broached  more  personal  areas,  they  tended  to 
restrict  themselves  to  safe  topics,  and  to  be  more  positive  and  certain 
about  their  present  lack  of  problems. 

Time  and  again,  a difference  between  the  control  and  experimen- 
tal subjects  in  this  area  was  most  remarkable.  Experimental  subjects 
also  chose  to  discuss  school,  and  often  began  at  a superficial  level. 

But  they  frequently  moved  on  to  discussing  personal  areas  and  relation- 
ships at  a strongly  affective  level.  Most  importantly,  the  conflicts 
which  they  brought  up,  whether  involving  school  or  people,  were  more 
often  presently  unresolved  conflicts  about  which  the  subjects  were 
upset,  confused  and  unsure,  anxious,  etc.  Thus,  the  experimental 
subjects  also  tended  to  discuss  both  school  and  personal  relationships, 
but  in  a qualitatively  different  style.  As  a group,  they  were  more 
willing  to  make  themselves  vulnerable,  and  brought  up  those  content 
areas  less  guardedly  and  with  more  feeling. 
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Consequently,  in  terms  of  observable  affect,  experimental 
subjects  generally  expressed  much  more  negative  affect  in  terms  of 
anxiety,  self-doubt,  confusion,  sadness,  fear  of  the  future,  etc. 
Control  subjects,  however,  were  more  positive  and  sure  of  themselves, 
and  less  willing  to  disclose  any  present  difficulties  which  they  might 
have  been  having. 

The  two  groups  differed  across  sessions  in  their  general 
approaches.  Although  the  experimental  subjects  often  began  more 
hesitantly  and  negatively,  by  the  end  of  the  session  many  were  openly 
discussing  personal  issues  in  a very  patient-like  manner.  In  contrast, 
control  subjects  frequently  began  the  interview  more  strongly,  but 
because  they  never  delved  any  deeper,  they  often  "ran  out  of  steam" 
by  the  end  of  the  interview.  Control  subjects  often  asked  how  near 
they  were  to  the  end  of  the  session. 

In  summary,  both  groups  contained  some  subjects  who  were  very 
comfortable  with  the  interview  and  some  who  were  extremely  uncomfort- 
able. Despite  this  similarity,  control  and  experimental  subjects 
exhibited  some  observed  differences  with  regard  to  the  handling  of 
discomfort  in  the  interview  and  some  differences  in  change  across  the 
interview  session. 

Experimental  subjects  tended  to  be  initially  more  guarded  and 
openly  negative,  but  over  time  began  to  somewhat  resemble  patients 
in  the  sense  that  they  focused  more  upon  personal,  unresolved  conflicts 
and  disclosed  more  negative  affect  than  did  the  control  subjects. 
Control  subjects  began  the  interview  more  strongly  and  positively,  but 
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continued  to  discuss  only  safe  or  superficial  topics  at  a non-feel ingful 
level,  and  over  time  began  to  run  out  of  topics  to  discuss. 

It  appears  that  the  demand  characteristics  of  the  induction 
may  have  been  initially  responsible  for  the  guardedness  and  negativity 
of  the  experimental  group,  but  that  it  also  facilitated  a personal 
exploration  of  unresolved  issues  later  on  in  the  session.  Likewise, 
the  control  group  responded  to  the  lesser  demand  characteristics  of  the 
interview  situation  with  similar  anxieties,  but  they  handled  their 
feelings  in  a qualitatively  different  manner  as  a result  of  seeing  a 
non-relevant  tape  on  opportunities  for  women  on  campus. 

Testing  the  Hypotheses 

In  evaluating  the  formal  hypotheses,  it  was  decided  to  report 
values  which  were  below  the  £ < 0.10  level  of  statistical  significance 
for  several  reasons.  Because  these  subjects  were  not  psychotherapy 
clients  and  because  the  interviewer  adopted  a more  passive  and  unre- 
sponsive attitude  than  would  usually  be  the  case  in  actual  therapy,  more 
burden  was  placed  on  the  subjects  to  initiate  an  active  exploration 
of  problems  than  would  be  true  in  a real  therapy  situation. 

Secondly,  the  interview  itself  was  at  least  15  minutes  shorter 
than  a typical  therapy  session,  and  thus  did  not  permit  measurement 
of  a portion  of  the  hour  which  is  often  most  important.  Finally,  the 
sample  size  of  the  experimental  group  was  relatively  small  (n  = 20). 

Another  point  to  be  mentioned  before  discussion  of  the  hypothe- 
theses  is  that  many  of  the  hypotheses  were  tested  with  two-way  analysis 
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of  variance,  and  demonstrated  significant  interaction  effects  between 
groups  by  test  trials.  The  Scheffe  test  was  subsequently  chosen  to 
examine  further  those  interactions  by  making  all  possible  comparisons 
among  means,  because  it  is  more  sensitive  than  other  tests  of  a 
posteriori  comparisons  with  regard  to  complex  comparisons  and  multiple 
means  (Kirk,  1968). 

In  some  cases,  however,  it  is  possible  for  a significant  inter- 
action effect  to  occur  in  which  no  comparison  of  any  two  means  is 
significant  (Roscoe,  1975).  This  situation  was  present  in  some  of  these 
analyses.  When  it  has  occurred,  the  pattern  of  the  interaction  alone 
has  been  described,  and  the  Scheffe  test  has  been  reported  as  yielding 
non-significant  comparisons. 

Hypotheses  Concerning  PAQ  Data 

The  first  hypothesis  stated  that  experimental  subjects  would 
demonstrate  a significant  positive  change  in  self-reported  attitudes  and 
expectations  concerning  psychotherapy  in  contrast  to  the  control  group, 
as  measured  by  a change  from  the  pre-  to  post-test  on  the  PAQ.  The 
second  hypothesis  stated  that  experimental  subjects  would  demonstrate 
a greater  change  in  self-reported  attitudes  and  more  appropriate  ex- 
pectations concerning  psychotherapy  as  indicated  by  a comparison  of 
experimental  and  control  post-test  PAQ  scores.  These  two  hypotheses 
were  tested  with  a two-way  analysis  of  variance  and  resulted  in  a 
significant  interaction  effect  (£(1,38)  = 3.13;  jd  < 0.08). 
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A Scheffe  Test  of  compared  means  indicated  that  while  both 
groups  had  similar  mean  scores  on  the  pre-test  (xQ  = 78.4;  = 78.8), 

the  experimental  group  demonstrated  a significantly  positive  change  in 
knowledge  and  expectations  of  therapy  as  a result  of  the  induction  pro- 
cedure while  the  control  group  did  not  (x  = 84.85,  x = 81.8).  The 
second  hypothesis  was  not  confirmed,  however,  because  the  post-test 
scores  of  the  two  groups  did  not  differ  to  a significant  degree,  although 
they  did  differ. 

Therefore,  it  appears  that  the  induction  procedure  was  able 
to  provide  experimental  subjects  with  some  information  about  psycho- 
therapy which  they  did  not  already  possess,  and  was  able  to  alter  their 
expectations  concerning  psychotherapy  to  a significant  degree  from  pre- 
to  post- test,  in  contast  with  a nonsignificant  change  for  controls. 

Hypotheses  Concerning  MAACL  Data 

The  third  and  fourth  hypotheses  stated  that  experimental  sub- 
jects would  become  significantly  less  hostile  than  control  subjects 
on  the  MAACL  as  a result  of  the  induction,  as  measured  by  a comparison 
of  change  in  hostility  from  pre-  to  post-test  and  by  a comparison  of 
post- test  hostility  scores.  These  hypotheses  were  tested  with  a 
two-way  analysis  of  variance  (group  by  test  trial). 

Results  indicated  that  an  interaction  effect  was  not  signifi- 
cant (£(1,38)  = 0.01;  £ < 0.93)  but  that  a main  effect  for  groups  was 
significant  (£(1,38)  = 5.51;  £ <0.02).  Thus,  the  hypothesis  that 
the  experimental  group  would  become  less  hostile  over  time  was  not 
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confirmed.  An  examination  of  the  means,  however,  indicated  that  the 
control  group  was  significantly  more  hostile  than  the  experimental 
group  over  all,  across  both  pre-  and  post-test  trials.  This  suggests 
that  response  styles  were  significantly  different  for  subjects  in  both 
groups  for  the  Hostility  dimension. 

The  fifth  and  sixth  hypotheses  stated  that  subjects  would 
become  significantly  less  anxious  than  control  subjects  on  the  MAACL 
as  a result  of  the  induction,  as  measured  by  comparisons  of  change  in 
self- test  scores.  These  hypotheses  were  tested  with  a two-way  analysis 
of  variance  (group  by  test  trial). 

Results  indicated  that  an  interaction  effect  was  not  significant 
(£(1,38)  = 0.49;  £ < 0.49),  but  that  a main  test  trial  effect  was 
significant  (£(1,38)  = 6.90;  £ < 0.01).  An  examination  of  the  means 
indicated  that  both  the  experimental  and  control  groups  were  more 
anxious  during  the  pre-test  than  they  were  during  the  post- test,  which 
suggests  that  both  procedures  (induction  of  women's  opportunities  tape) 
had  anxiety-reducing  properties,  regardless  of  content. 

Although  no  significant  group  effect  was  obtained  for  the 
Anxiety  dimension,  the  control  group  scored  higher  on  both  the  pre- 
and  post-test  than  did  experimental . In  combination  with  the  Hostility 
pattern,  it  is  possible  to  conclude  that  the  response  set  of  the 
control  subjects  was  at  a generally  higher  level  throughout  the  MAACL  than 
was  that  of  the  experimental  subjects. 
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Hypotheses  Concerning  VPPS  Data 

The  seventh  hypothesis  stated  that  experimental  subjects  would 
participate  significantly  more  than  would  control  subjects  in  the  inter- 
view process,  as  measured  by  the  Patient  Participation  dimension  of  the 
VPPS.  This  hypothesis  was  tested  with  a two-way  analysis  of  variance 
(group  by  segment),  with  a resulting  significant  interaction  effect 
(£(2,76)  = 2.56;  £ < 0.05). 

An  examination  of  comparisons  among  means  with  a Scheffe  test 
indicated  that  no  comparison  between  the  two  means  was  significant. 

The  overall  pattern  of  participation,  however,  may  be  described  as 
follows:  During  the  first  segment,  the  control  subjects  participated 

more  than  the  experimental  subjects  (x"  = 31.8;  x^  = 29.4).  During 
the  second  segement,  the  control  and  experimental  subjects  participated 
at  approximately  the  same  level  (x"c  = 29.0;  xg  = 29.0).  During  the 
final  segement,  experimental  subjects  participated  slightly  more  than 
did  the  control  subjects  (7,  = 29.2;  = 29.8). 

Therefore,  results  indicated  a trend  toward  partial  confirma- 
tion of  the  hypothesis  that  experimental  subjects  would  participate 
more  than  controls.  As  the  interview  progressed,  the  experimental s 
moved  from  participating  less  than  controls  toward  participating  more 
than  controls  by  the  third  sampling.  It  was  further  observed  and 
speculated  by  the  author  that  the  pattern  of  change  which  had  been 
established  across  the  three  segments  probably  would  have  continued 
on  past  the  third  segment,  had  more  of  the  interview  been  rated  and  had 
it  lasted  longer.  More  specifically,  the  experimental  subjects 
initially  participated  less  than  controls,  gradually  began  to  partici- 
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pate  more,  and  if  a fourth  segment  had  been  rated,  probably  would  have 
participated  significantly  more  than  the  controls  by  the  end  of  the  in- 
terview. 

Additionally,  a two-way  analysis  of  variance  was  conducted 
with  each  Patient  Participation  item,  and  two  items  demonstrated  sig- 
nificant interaction  effects  (see  Table  2). 

Significant  main  group  effects  [items  (6),  (8)]  indicated  that 
experimental  subjects  were  less  optimistic  and  more  depressed  than 
control  subjects  throughout  the  entire  session.  Significant  inter- 
action effects  (group  by  segement)  were  examined  with  a Scheffe  test, 
and  no  comparisons  between  any  two  means  were  found  to  be  significant. 

In  examining  the  patterns  of  the  means  for  these  items,  the  group 
differences  may  be  summarized  as  follows:  In  the  first  segment, 

control  subjects  actively  participated  more  than  the  experimental s , 
were  less  withdrawn  than  the  experimental s , and  were  also  less  passive. 
During  the  second  segment,  however,  the  experimental s began  to  par- 
ticipate more  actively  and  became  slightly  less  withdrawn  than  controls, 
although  they  were  rated  approximately  the  same  on  passivity.  By  the 
third  and  final  segment,  experimental  subjects  were  participating  more 
actively,  were  less  withdrawn,  and  were  less  passive  than  the  control 
subjects. 

However,  results  indicated  that  experimental  subjects  did  not 
take  the  initiative  in  bringing  up  topics  to  discuss  significantly 
more  or  less  than  did  controls,  and  that  they  were  not  significantly 
more  or  less  inhibited  than  were  controls. 
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TABLE  2 

F-VALUES  FOR  MAIN  AND  INTERACTION  EFFECTS 


FOR 

VPPS  DATA 

BY  ITEM  AND  BY  DIMENSION 

Participation 

Group 

Segment 

Group  x Segment 

Item 

F 

£ 

F 

£ 

F 

£ 

1 

0.00 

ns 

1.87 

ns 

3.75* 

0.02 

2 

0.21 

ns 

1.41 

ns 

1.44 

ns 

5 

0.01 

ns 

0.56 

ns 

2.67 

0.07 

6 

3.03 

0.08 

1.70 

ns 

0.41 

ns 

8 

3.35 

0.07 

0.93 

ns 

0.26 

ns 

12 

0.18 

ns 

1.69 

ns 

0.84 

ns 

13 

0.64 

ns 

0.41 

ns 

3.30* 

0.04 

Total 

Score: 

0.53 

ns 

1.96 

ns 

2.56 

0.08 

Hosti 1 ity 

Group 

Segment 

Group  x Segment 

Item 

F 

£ 

F 

£ 

F 

£ 

3 

3.52 

0.06 

0.68 

ns 

0.51 

ns 

4 

3.08 

0.08 

0.64 

ns 

1.35 

ns 

7 

2.00 

ns 

0.40 

ns 

0.02 

ns 

9 

0.62 

ns 

0.98 

ns 

0.28 

ns 

10 

0.07 

ns 

0.45 

ns 

0.67 

ns 

11 

0.60 

ns 

1.14 

ns 

0.07 

ns 

Total 

Score: 

0.50 

ns 

0.71 

ns 

0.05 

ns 

*]D  < 0.05 
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The  eighth  hypothesis  stated  that  experimental  subjects  would 
be  significantly  less  hostile  during  the  interview  than  would  controls 
as  measured  by  the  Patient  Hostility  dimension  of  the  VPPS.  This 
hypothesis  was  also  tested  with  a two-way  analysis  of  variance  (group 
by  segment),  and  yielded  no  significant  main  or  interaction  effects. 
Pairwise  comparisons  were  not  done  because  the  levels  of  significance 
were  so  low.  Thus,  the  hypothesis  was  not  confirmed  that  experimental 
subjects  would  be  less  hostile  on  this  measure  than  control  subjects. 

The  Patient  Hostility  dimension  included  items  (3),  (4),  (7), 
(9),  (10),  and  (11).  A two-way  analysis  of  variance  was  conducted  for 
each  item  and  no  significant  interaction  effects  were  found  for  any 
item  (see  Table  2).  However,  main  group  effects  for  two  items  [(2), 
(4)]  indicated  that  experimental  subjects  reacted  more  negatively  to 
interviewer  comments  even  though  they  also  seemed  to  trust  the  inter- 
viewer more  than  did  the  control  subjects,  throughout  the  interview. 
The  results  also  indicated  that  experimental  subjects  were  not  signifi 
cantly  different  from  controls  in  overall  amounts  of  mistrustfulness, 
hostility,  control! ingness , and  defensiveness. 

Auxiliary  Analyses 

To  facilitate  a direct  comparison  with  the  VPPS,  some  items 
were  initially  grouped  in  the  pilot  study  and  were  then  correlated 
with  the  total  group  score  in  order  to  determine  the  extent  to  which 
they  were  contributing  to  a common  variable  (see  Appendix  F) . Items 
which  contributed  significantly  to  the  total  score  were  retained,  and 
were  then  combined  with  new  items  on  the  basis  of  face  validity. 
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Two  new  groupings  of  items  emerged.  Six  items  [(2),  (3),  (8), 
(12),  (15),  (18)]  seemed  to  reflect  a common  theme  of  knowledge  con- 
cerning the  process  of  Participation  in  psychotherapy,  while  seven 
items  [(1),  (4),  (5),  (9),  (11),  (17),  (19)]  seemed  to  be  related  by 
a common  theme  of  Belief  in  the  Efficacy  of  Psychotherapy. 

Items  in  each  group  were  then  correlated  with  every  other  item 
in  the  group  (see  Table  3)  in  order  to  determine  the  extent  to  which 
the  items  tapped  separate  portions  of  the  same  variable,  or  to  deter- 
mine whether  they  were  redundant.  Results  indicated  that  all  items 
in  the  Participation  grouping  were  significantly  correlated  with  at 
least  one  other  item  in  the  group,  such  that  they  were  not  redundant 
but  were  all  interrelated  to  some  extent.  Items  in  the  Efficacy  group- 
ing, however,  did  not  appear  to  be  significantly  related  to  one 
another,  for  the  most  part. 

A two-way  analysis  of  variance  (group  by  segment)  was  conducted 
for  each  of  the  PAQ  Participation  and  Efficacy  groupings  in  order  to 
determine  whether  the  experimental  and  control  subjects  differed  with 
regard  to  these  particular  item  groups.  Results  indicated  that  an 
interaction  effect  was  highly  significant  for  the  Participation  group- 
ing (£(1,38)  = 9.47;  £ < 0.005).  A Scheffd  test  of  compared  means 
indicated  that  the  experimental  group  increased  significantly  and  posi- 
tively on  the  Participation  items  over  time.  It  also  indicated  that 
the  experimental  group's  post-test  mean  score  was  significantly  higher 
than  the  control  group's  final  mean  score.  This  indicates  that  the 
induction  procedure  strongly  and  positively  altered  the  experimental 


TABLE  3 

ITEM  CORRELATIONS  AND  F-VALUES  (GROUP  X TEST) 
FOR  PAQ  GROUPINGS 
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TABLE  3--Continued 
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subjects'  self-reported  knowledge  concerning  psychotherapy  as  reflected 
by  these  items. 

A summary  of  these  items  in  the  Participation  grouping  indi- 
cated that  as  a result  of  the  induction  procedure,  experimental  sub- 
jects reported  (1)  that  they  would  be  more  likely  to  expect  to  initiate 
conversation  and  to  continue  to  do  most  of  the  talking  [items  (2),  (8)], 

(2)  that  they  would  expect  to  take  more  responsibility  for  which  issues 
are  important  to  discuss,  rather  than  to  expect  the  therapist  to  direct 
them  [items  (12),  (15)],  and  (3)  that  they  would  be  more  able  to  toler- 
ate discomfort  and  vulnerable  feelings  during  a therapy  session,  and 
would  be  more  able  to  view  these  feelings  as  signs  of  progress  [items 

(3) ,  (18)]. 

Results  also  indicated  that  neither  a main  effect  nor  an  inter- 
action effect  was  significant  for  the  Efficacy  grouping  (interaction 
effect:  £(1,38)  = 0;  £ < 0.96)  (main  group  effect:  £(1,38)  = 0; 

£ <0.96).  Thus,  in  addition  to  the  fact  that  these  items  did  not  seem 
to  reflect  a common  theme,  neither  were  they  susceptible  to  change  as 
a result  of  the  induction  procedure. 

Finally,  one  additional  item  [(13)]  did  not  belong  either  to  the 
Efficacy  or  to  the  Participation  grouping,  but  it  also  demonstrated  a 
highly  significant  interaction  effect  on  its  individual  analysis  of 
variance.  An  examination  of  the  means  through  the  use  of  a Sheffe  test 
indicated  that  the  experimental  group  changed  significantly  and  posi- 
tively more  than  did  controls  from  the  pre-  to  the  post- test  score. 

This  result  and  an  examination  of  the  pattern  of  change  indicated  that 


76 


the  induction  caused  the  experimental  subjects  to  report  that  they 
would  feel  less  uncomfortable  if  they  were  to  develop  strong  feelings 
for  their  therapist. 

Because  the  sample  size  was  so  small,  it  is  apparent  that  a 
more  precise  analysis  such  as  a factor  analysis  could  not  be  conducted. 
If  this  questionnaire  is  to  be  useful  in  the  future,  this  procedure 
will  clearly  need  to  be  conducted  on  the  PAQ  with  large  clinical  and 
normal  samples,  and  with  items  which  have  been  refined  and  pre-selected 
for  clarity  and  for  high  retest  reliability.  These  PAQ  groupings  were 
constructed  primarily  as  a preliminary  attempt  to  isolate  self-report 
items  which  might  eventually  be  correlated  significantly  with  client 
process  behaviors  that  are  predictive  of  outcome  in  psychotherapy , in 
order  to  provide  a therapist  with  an  early,  reliable,  and  efficient 
estimate  of  the  client's  relative  readiness  for  psychotherapy . 


CHAPTER  IV 
DISCUSSION 

The  primary  purpose  of  this  study  was  to  determine  whether  an 
induction  procedure  could  modify  certain  affective,  cognitive,  and 
behavioral  subject  variables  which  have  been  shown  to  correlate  posi- 
tively and  significantly  with  a favorable  psychotherapy  outcome  in 
studies  which  involve  actual  therapy  patients.  Some  of  these  variables 
were  directly  evaluated  in  this  study,  and  include  subjects'  self- 
reported  levels  of  expectation  and  knowledge  about  psychotherapy, 
their  self-reported  affective  states,  and  their  observed  styles  of 
verbal  and  non-verbal  involvement  in  an  unstructured  interview  session. 
Based  on  some  of  these  data,  a less  direct  assessment  of  the  subjects' 
levels  of  motivation  was  obtained. 

In  this  chapter,  the  organization  focuses  upon  the  variables 
listed  above,  and  discusses  the  hypotheses  as  they  pertain  to  those 
variables.  The  extent  to  which  the  results  of  this  study  fit  with 
previous  research  findings  is  presented  sequentially  with  regard  to  each 
variable.  Finally,  an  overview  of  the  pattern  of  the  results  of  this 
study  and  its  implications  for  future  research  concludes  the  chapter. 

Changes  in  Expectation 

Several  of  the  studies  discussed  in  Chapter  I concluded  that  a 
client's  expectations  concerning  both  his  and  the  therapist's  roles  in 
therapy  and  of  the  actual  therapy  process  influenced  the  extent  to  which 
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the  client  progressed  in  therapy.  Moreover,  it  appeared  that  a dis- 
crepnancy  between  the  therapist's  and  client's  expectations  not  only 
interfered  with  the  therapy  process,  but  increased  the  likelihood  of 
the  client's  dropping  out.  To  this  effect,  these  same  studies  (Strupp 
and  Bloxom,  1973;  Stone  et  al . , 1965;  Sloane  et  al . , 1970;  Warren  and 
Rice,  1972)  have  suggested  that  increasing  the  congruence  between  the 
client's  and  the  therapist's  expectations  should  facilitate  the  process 
and  therefore  a positive  outcome  in  psychotherapy.  It  is  possible  to 
increase  congruence  in  several  ways,  one  of  which  is  by  modifying  the 
client's  expectations  to  fit  into  those  of  a specific  treatment  modal- 
ity. 

In  response  to  these  recommendations,  the  present  study  attempted 
to  assess  a group  of  non-clients'  expectations  and  attitudes  concerning 
the  therapy  process  with  the  PAQ,  a questionnaire  developed  by  the 
author.  The  study  then  attempted  to  modify  these  beliefs  at  a cognitive 
level.  Analyses  conducted  on  data  from  a preliminary  pilot  study  and 
from  the  present  study  reduced  the  original  PAQ  of  45  items  to  22  items, 
20  of  which  have  adequate  test-retest  reliability  and  intercorrelate 
with  one  another  to  the  extent  that  they  overlap,  but  are  not  redundant. 
Thus,  the  instrument  has  been  demonstrated  to  be  relatively  stable  over 
time  despite  small  subject  samples,  and  to  assess  related  but  not 
redundant  areas  of  non-clients'  expectations  about  psychotherapy. 

Hypotheses  one  and  two  involved  the  PAQ,  and  predicted  that 
experimental  subjects  would  change  their  attitudes  about  therapy  and 
would  acquire  expectations  which  were  more  congruent  with  those  of  a 
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non-directive  psychotherapist  as  a result  of  the  videotape  induction 
procedure. 

As  expected,  the  study  demonstrated  that  a 20-minute  videotape 
was  capable  of  altering  their  expectations  at  a cognitive  level,  given 
that  the  changes  were  measured  by  self-report.  Furthermore,  this 
change  was  demonstrated  even  though  many  subjects  had  higher  levels  of 
knowledge  about  psychotherapy  than  would  be  the  case  with  less-educated 
subjects.  It  should  be  noted  that  many  of  the  previous  studies  (e.g., 
Strupp  and  Bloxom,  1973;  Heitler,  1973;  Hoehn-Saric  et  a!.,  1964)  have 
employed  lower  SES  patients  than  those  employed  in  this  investigation. 

The  strongest  changes  occurred  in  areas  which  relate  to  a 
client's  participatory  role  in  therapy.  Those  who  viewed  the  videotape 
induction  reported  that  if  they  were  to  enter  therapy,  they  would  be 
more  willing  to  take  responsibility  for  the  direction  and  pace  of  the 
therapy  process,  and  that  they  would  be  more  willing  to  tolerate  feel- 
ings of  discomfort  and  vulnerability  in  therapy  and  to  reframe  or 
reinterpret  them  as  signs  of  progress. 

These  changes  correspond  directly  to  one  of  Goldstein's  (1962) 
delineations  of  client  expectation,  which  is  that  of  participant  role 
expectancy,  or  the  patient's  belief  that  he  or  she  and  the  therapist  will 
behave  in  certain  ways  during  the  actual  course  of  therapy.  Results  of 
this  study  indicate  that  this  type  of  expectation  is  modifiable. 

These  changes  also  relate  to  research  findings  which  suggest 
that  those  patients  who  recognize  their  own  responsibility  for  changing 
their  behavior  are  more  likely  to  have  a positive  outcome  in  therapy 
(Kirtner  and  Cartwright,  1958;  Saltzman  et  al.,  1976). 
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Thus,  it  is  quite  possible  that  in  a very  short  time  and  with 
a minimum  of  effort  people  may  be  taught  what  to  expect  of  non- 
directive psychotherapy,  and  may  be  given  a positive  cognitive  frame- 
work within  which  to  conceptualize  the  process  of  being  a therapy 
client.  This  evidence  supports  Garrison's  (1978)  belief,  cited  in 
Chapter  I,  that  therapy  is  partially  a teachable  process.  Furthermore, 
given  that  a videotape  was  used  as  the  induction  medium,  it  appears 
that  even  a modeled  relationship  between  a "client"  and  a "therapist" 
is  able  to  generate  these  changes  in  expectation  at  the  cognitive  level. 

A follow-up  of  the  durability  of  these  changes  was  not  done, 
however,  and  should  be  conducted  in  a future  study  in  order  to  ascer- 
tain the  permanence  of  learning.  It  would  also  be  worthwhile  to  compare 
the  effects  of  a videotape  and  a therapist  imparting  the  same  informa- 
tion presented  in  this  study,  in  order  to  determine  whether  a personal 
exchange  would  enhance  the  power  of  the  induction  procedure. 

Two  recent  studies  have  also  examined  non-clients'  beliefs 
and  knowledge  about  psychotherapy  (Kupst  and  Schulman,  1979;  Woller- 
sheim  et  al . , 1980),  and  support  the  approach  taken  in  this  study. 
Wollersheim  et  al . found  that  non-clients  held  "strong,  idiosyn- 
cratic preexperimental  expectancies  concerning  the  effectiveness  of 
different  treatments"  (p.  230),  and  recommended  assessing  the  client's 
initial  level  of  knowledge  and  expectations  concerning  various  counsel- 
ing approaches,  and  controlling  observed  differences  by  providing  suf- 
ficient pre- treatment  information. 

Kupst  and  Schulman  (1979)  found  that  non-patients  tended  to 
view  psychotherapy  as  short-term,  to  view  the  therapist  as  an  expert 
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problem-solver  and  advice-giver,  and  to  attribute  their  problems  to 
their  finances.  Such  views  would  not  coincide  with  the  views  of  an 
analytically  oriented  therapist,  and  suggest  that  some  changes  would  be 
necessary  in  order  to  increase  the  congruence  of  client-therapist 
expectations. 

Although  it  is  not  possible  to  generalize  completely  from  non- 
patients to  patients  in  examining  the  results  from  the  present  study  and 
the  two  which  were  just  cited,  non-patients  do  represent  potential 
therapy  clients,  and  as  such  their  views  of  therapy  should  be  regarded 
with  some  degree  of  validity. 

Thus  far  few  studies  have  employed  measures  of  expectation 
which  were  previously  used  by  others,  and  most  have  created  their  own 
measures,  as  did  this  author.  This  situation  may  have  occurred  because 
no  previous  measures  had  been  refined  statistically  and  because  it 
appears  that  each  researcher  clings  to  his  or  to  her  own  beliefs  as  to 
what  is  meant  by  the  term  "expectation,"  as  was  reflected  in  Chapter  I. 

At  this  point,  enough  separate  exploratory  studies  in  this  area 
have  been  conducted,  suggesting  that  a consolidation  of  efforts  would 
be  productive.  It  would  be  worthwhile  for  a future  researcher  to 
review  all  previously  used  measures,  to  consolidate  those  which  overlap 
or  to  re-examine  them  separately,  and  to  submit  the  most  promising 
measures  to  statistical  refinement  with  large  samples  of  patients  and 
non-patients.  Eventually,  these  refined  measures  could  be  correlated 
with  process  measures  which  have  been  shown  to  be  predictive  of  a 
positive  therapy  outcome. 
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Changes  in  Motivation 

The  term  "motivation"  is  operationally  elusive,  as  may  have  been 
evident  in  Chapter  I.  Although  most  psychotherapy  researchers  and 
psychotherapists  acknowledge  that  it  is  an  ingredient  which  is  essential 
to  a successful  therapy  outcome,  they  have  had  difficulty  producing  a 
standard,  valid  means  of  measuring  it.  A client's  initial  level  of 
distress  has  often  been  employed  as  a partial  index  of  motivation,  as 
have  measures  of  a client's  willingness  to  take  responsibility.  Strupp 
and  Bloxom  (1973)  designated  the  term  "motivation"  to  include  the 
patient's  desire  to  begin  treatment,  wi 11 ingness  to  make  a personal  change, 
belief  in  the  efficacy  of  talk  therapy,  and  belief  that  individual 
therapy  is  the  proper  treatment  for  him  or  her.  Gomes-Schwartz  (1976) 
simply  instructed  clinicians  and  therapists  to  rate  each  client  after 
the  first  interview  on  a five-point  Likert  scale  of  motivation.  In 
short,  the  measurement  of  a client's  or  a subject's  motivation  is 
highly  variable  and  occasionally  confusing. 

Formal  measures  employed  in  this  study  which  overlap  with  the 
above  list  include  the  MAACL,  which  is  a self-report  state  checklist 
of  levels  of  distress,  and  items  on  the  PAQ  which  pertain  directly  to 
a belief  in  the  efficacy  of  talk  therapy  and  a willingness  to  accept 
responsibility  for  change  in  psychotherapy. 

Hypotheses  three  through  six  addressed  the  change  in  initial 
levels  of  anxiety  and  hostility  as  a result  of  the  induction  procedure, 
as  measured  by  the  MAACL.  The  findings  suggested  primarily  that  the 
control  group  maintained  a higher  response  set  throughout  the  experiment, 
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such  that  they  scored  significantly  higher  on  both  of  the  above  measures 
on  both  the  pre-  and  post-tests.  The  experimental  procedure  did  not 
offer  an  explanation  as  to  why  the  two  groups'  response  sets  might  have 
differed,  because  subjects  were  treated  identically  prior  to  the  viewing 
of  the  videotapes. 

The  most  plausible  explanation  appears  to  be  that  the  discrepancy 
was  an  artificial  difference  in  sampling,  because  the  author  observed 
that  individual  response  sets  and  mean  dimension  scores  varied  greatly 
across  individuals,  but  were  fairly  consistent  within  individuals.  Some 
subjects  expended  little  effort  on  the  checklist  and  hastily  marked 
only  a few  items;  others  spent  considerable  time  examining  their  feelings 
and  circled  many  appropriate  items.  It  appears  that  the  control  group 
simply  had  a larger  number  of  high  scorers  than  did  the  experimental 
group. 

These  differences  in  response  set  appeared  to  be  stronger  than 
any  differences  in  anxiety  or  hostility  which  occurred  as  a result  of 
the  induction.  In  other  words,  seeing  the  videotape  induction  did  not 
appear  to  reduce  specifically  the  initial  anxiety  and  hostility  of  the 
experimental  subjects.  Non-significant  results  may  have  occurred 
because  of  a "floor  effect,"  because  subjects  were  not  highly  distressed 
upon  entering  the  experiment.  However,  no  norms  are  available  for  this 
measure  to  permit  a comparison  of  these  subjects'  scores  with  those  of 
other  patients  or  non-patients. 

The  second  assessment  of  motivation  focused  upon  those  PAQ 
items  which  pertained  to  a belief  in  the  efficacy  of  talk  therapy  and 
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the  willingness  to  accept  responsibility  for  change  in  psychotherapy. 
Results  indicated  that  the  only  items  which  reflected  any  significant 
change  on  the  part  of  the  experimental  subjects  were  those  items 
previously  discussed  in  the  section  on  Expectations  in  this  chapter, 
which  showed  that  experimental  subjects  would  be  more  willing  to  accept 
responsibility  for  the  direction  and  pace  of  therapy. 

Otherwise,  the  experimental  subjects  did  not  change  their 
beliefs  on  any  of  the  other  items  as  a result  of  the  induction  procedure 
In  fact,  the  grouping  of  items  labeled  "Belief  in  the  Efficacy  of  Psycho 
therapy"  did  not  even  begin  to  approach  significance. 

In  examining  the  items  of  the  PAQ,  it  appeared  that  the 
experimental  group  changed  positively  only  on  those  items  which  did 
not  explore  a personal  belief  or  commitment,  e.g.,  "I  would  expect  to 
do  most  of  the  talking  in  therapy."  These  and  similar  items  imply  that 
the  first  assumption  is  "IF  I were  in  psychotherapy,  I would  . . .". 

In  contrast,  all  items  which  were  more  personalized,  such  as  "I  feel 
that  it  is  a sign  of  weakness  to  have  to  get  help  for  problems  in 
living"  were  unchanged  by  the  induction  procedure.  Or  stated  more 
generally,  the  induction  procedure  could  not  and  did  not  affect  the 
subjects'  personal  beliefs  as  to  whether  psychotherapy  would  be  appro- 
priate or  desirable  for  them.  However,  it  could  and  did  alter  their 
expectations  about  psychotherapy , if  they  should  ever  choose  to  enter 
psychotherapy. 

In  summary,  the  induction  process  did  not  change  the  experi- 
mental subjects  in  two  areas  which  have  been  frequently  related  to 
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motivation.  They  did  not  decrease  in  their  initial  levels  of  distress 
(already  low),  nor  did  they  increase  their  personal  beliefs  that 
psychotherapy  would  be  beneficial  or  helpful  to  them.  These  findings 
correspond  with  an  informal  assessment  made  by  the  author  while  listening 
to  the  tape  recordings.  As  might  be  expected,  these  observations  also 
indicated  that  because  the  subjects  had  never  chosen  to  enter  therapy, 
an  induction  procedure  which  provided  information  about  psychotherapy 
could  not  alter  their  lack  of  motivation  to  do  so. 

If  motivation,  regardless  as  to  how  it  is  measured,  is  defined 
as  a commitment  to  change  and  the  willingness  to  undergo  personal  dis- 
comfort in  order  to  attain  those  changes  (Frank,  1973;  Gomes-Schwartz , 
1976),  it  is  logical  that  non-patients  would  not  exhibit  a high  level 
of  motivation.  Nor  is  it  likely  that  non-patients  would  be  motivated 
to  behave  like  patients  in  an  experimental,  therapy-like  interview 
session.  For  these  reasons,  it  can  probably  be  assumed  that  most  of 
the  subjects  were  not  highly  motivated  in  terms  of  the  previous  defi- 
nition. It  may  also  be  assumed  that  this  generally  low  level  of  motiva- 
tion, which  was  unaffected  by  the  induction  procedure,  influenced  the 
subjects'  behaviors  in  the  interview  to  some  extent. 

To  what  extent  motivation  actually  influences  behavior,  however, 
is  difficult  to  determine.  The  study  by  Gomes-Schwartz  (1976)  examined 
the  degree  to  which  motivation  was  responsible  for  the  significant 
relationships  between  process  and  outcome  variables,  and  found  that  it 
did  not  account  for  much  of  the  relationship.  In  other  words,  the 
ratings  of  Patient  Participation  and  Patient  Hostility  during  a therapy 
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session  were  much  more  predictive  of  outcome  than  was  the  initial  level 
of  motivation. 

It  may  be  that  a lack  of  patient  motivation  often  corresponds 
with  a lack  of  behavioral  involvement  in  the  therapy  process;  whereas, 
strong  patient  motivation  may  be  necessary  but  not  sufficient  to 
generate  a positive  outcome.  A strong  motivation  to  change  one's 
behavior  may  need  to  be  accompanied  effectively  by  or  translated  into 
those  in- therapy  behaviors  which  have  been  shown  to  be  predictive  of 
outcome. 


Changes  in  Involvement  in  the  Interview  Process 
The  number  of  studies  which  have  focused  upon  the  quality  and 
level  of  a patient's  participation  have  been  few.  They  have  concluded, 
however,  that  this  variable  is  more  predictive  of  a positive  outcome 
in  therapy  than  are  all  other  variables,  including  therapist  variables 
(Gomes-Schwartz,  1976;  Sloane  et  al . , 1975).  These  patient  variables 
have  been  most  reliably  and  effectively  measured  by  the  Vanderbilt 
Psychotherapy  Process  Scale  (VPPS),  which  was  developed  by  Strupp  and 
Gomes-Schwartz  (1978),  and  which  was  selected  for  use  in  this  study. 

Two  questions  which  immediately  arise  are  "Is  it  possible  to 
directly  and  positively  affect  those  Patient  Involvement  variables 
which  have  been  shown  to  be  predictive  of  a positive  outcome?"  and  "Is 
it  possible  to  facilitate  a patient's  involvement  in  therapy  prior  to 
beginning  treatment?"  The  present  study  has  addressed  these  questions 
by  attempting  to  alter  directly  and  positively  these  specific  behavioral 
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variables  in  non-subjects  prior  to  their  participation  in  an  unstruc- 
tured interview  situation,  during  which  resulting  changes  were 
measured  by  the  VPPS. 

Hypotheses  seven  and  eight  employed  the  VPPS,  and  predicted  that 
experimental  subjects  would  be  significantly  more  involved  in  the 
interview  than  would  control  subjects,  as  indicated  by  significantly 
higher  scores  on  the  Patient  Participation  dimension  and  significantly 
lower  scores  on  the  Patient  Hostility  dimension. 

Results  of  the  study  partially  confirmed  the  hypotheses.  Those 
subjects  who  exhibited  cognitive  changes  on  the  PAQ  also  demonstrated 
behavioral  changes  in  the  interview.  Experimental  subjects  did  partici- 
pate significantly  more  than  did  the  controls  during  the  final  portion 
of  the  interview,  as  measured  by  the  Patient  Participation  dimension. 
They  did  not  differ  from  the  controls  on  the  Hostility  dimension,  how- 
ever. These  results  appeared  to  be  the  product  of  a somewhat  complex 
interaction  between  the  induction  procedure  and  the  constraints  of  the 
experimental  situation,  involving  both  the  level  of  motivation  and 
types  of  expectations  with  which  subjects  entered  the  experiment.  This 
interaction  is  discussed  later  in  this  chapter. 

An  examination  of  the  individual  items  in  each  dimension 
yielded  a clearer  picture  of  the  pattern.  Surprisingly , experimental 
subjects  began  the  interview  by  participating  less  productively  than 
did  the  control  subjects.  Initially  they  were  less  active  in  partici- 
pation, more  withdrawn,  and  more  passive  than  were  controls.  However, 
by  the  end  of  the  interview  session,  the  experimental  subjects  had 
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become  significantly  more  active  in  participation,  less  withdrawn,  and 
less  passive  than  the  control  subjects.  These  results  occurred 
because  the  experimental  subjects  moved  a moderate  amount  in  the  desired 
directions,  while  control  subjects  moved  strongly  in  the  opposite  direc- 
tions. 

A second  finding  was  that  experimental s were  more  trusting  than 
were  controls  during  the  interview.  Again  unexpectedly,  however, 
experimental  subjects  were  more  depressed,  less  optimistic,  and  more 
negative  than  controls  throughout  the  session.  Finding  that  experimental 
subjects  were  initially  less  active  in  their  involvement  and  generally 
more  negative  in  affect  was  unexpected  because  these  behaviors  have 
been  shown  to  correlate  negatively  and  significantly  with  a positive 
therapy  outcome  (Gomes-Schwartz,  1976). 

A positive  explanation  for  these  findings  is  possible,  however, 
if  the  constraints  of  the  experimental  situation  are  taken  into  account. 
Although  the  induction  procedure  altered  the  experimental  subjects' 
expectations  concerning  therapy,  it  did  not  necessarily  alter  their 
expectations  concerning  the  experimental  interview  situation,  as  sug- 
gested by  their  initially  negative  reactions  to  it.  Most  of  them 
entered  the  interview  expecting  to  be  asked  questions  about  having 
returned  to  school . 

Secondly,  results  suggested  that  the  induction  procedure  was 
salient  for  the  experimental  subjects,  given  that  they  had  become  sig- 
nificantly more  accurate  in  their  expectations  than  had  controls.  This 
effectiveness,  in  combination  with  the  interviewer's  credentials,  the 
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lack  of  structure  in  the  interview,  and  the  psychological  focus  of  the 
entire  experiment  appear  to  have  created  demand  characteristics  which 
pulled  strongly  for  patient-like  behavior.  However,  given  that  these 
subjects  had  not  chosen  to  enter  therapy,  they  did  not  appear  to  be 
particularly  motivated  to  behave  like  patients  or  to  discuss  their 
problems  in  an  interview,  nor  had  they  expected  to  do  so. 

This  initial  lack  of  congruence  between  the  demand  character- 
istics and  the  experimental  subjects'  expectations  may  have  been 
unpleasant,  resulting  in  the  initial  response  of  withdrawal  and  inac- 
tivity. In  support  of  this  possibility,  a recent  study  by  Rosen  (1980) 
indicates  that  if  a therapist  responds  congruently  to  the  expectations 
of  a patient,  a reduction  in  negative  patient  affect  is  likely  to  occur. 
It  is  logical  that  a lack  of  congruence  might  increase  negative  patient 
affect,  accordingly. 

However,  it  is  not  clear  that  the  negative  affect  manifested 
by  the  experimental  subjects  was  altogether  a response  to  the  lack  of 
congruence.  It  may  be  that  the  induction  procedure  not  only  provided 
information  about  psychotherapy,  but  also  sensitized  the  experimental 
subjects  in  such  a way  that  they  were  able  to  handle  their  discomfort 
differently  from  the  control  subjects.  Although  the  experimental  subjects 
expressed  more  negative  affect,  they  were  simultaneously  rated  as  more 
trusting  throughout  the  interview.  As  such,  they  were  more  patient- 
like than  were  the  controls. 

Furthermore,  as  mentioned,  experimental  subjects  demonstrated  a 
willingness  to  bring  up  unresolved  issues,  to  be  honest  about  their 
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feelings,  and  to  appear  vulnerable,  all  of  which  corresponded  with  the 
self-reported  cognitive  changes  on  the  PAO.  They  also  participated 
more  actively  as  the  interview  progressed,  seemingly  because  they  began 
to  explore  more  issues  of  personal  significance.  Control  subjects,  on 
the  other  hand,  dealt  with  the  interview  by  discussing  numerous  topics 
at  a fairly  superficial,  non-affective  level,  and  eventually  became 
less  active  over  the  course  of  the  interview. 

Although  some  of  these  differences  between  experimental  and 
control  subjects  were  evident  both  in  the  VPPS  data  and  through  direct 
observation,  it  appeared  that  the  partial  VPPS  failed  to  capture  the 
important  differences  between  the  two  groups.  In  examining  the  entire 
patient  rating  scale  of  the  VPPS,  much  of  which  was  not  used  because  it 
was  not  predictive  of  outcome,  it  appeared  that  the  additional  ratings 
would  not  have  captured  the  differences,  either.  The  VPPS  does  not 
examine  the  extent  to  which  a person  seems  to  expose  him  or  herself,  to 
take  risks,  to  appear  vulnerable,  or  to  bring  up  issues  which  are 
presently  unresolved  and  distressing.  The  item  which  seemed  to  be  most 
consonant  with  these  differences  was  item  (4),  which  assessed  the  degree 
to  which  the  person  seemed  to  trust  the  therapist. 

Two  related  issues  should  be  discussed.  The  first  issue 
addresses  the  extent  to  which  the  VPPS  did  not  seem  to  characterize 
accurately  subject  behaviors  and  attitudes.  Observations  suggest  that 
this  rating  scale  may  not  be  entirely  appropriate  for  use  with  non- 
patient samples,  particularly  if  the  eventual  purpose  is  to  facilitate 
a positive  outcome  in  therapy.  Although  the  experimental  subjects  were 
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more  patient-like,  it  is  not  clear  as  to  whether  these  changes  would  be 
predictive  of  a positive  outcome  in  therapy  if  they  were  to  be  mani- 
fested by  actual  therapy  clients.  Given  the  limits  of  the  validity  of 
this  scale  when  applied  to  non-patients,  this  present  study  should  be 
replicated  with  actual  patients  in  order  to  determine  whether  these 
changes  would  be  predictive  of  a successful  outcome. 

Secondly,  given  that  the  VPPS  did  not  seem  to  characterize  some 
of  the  essential  differences  observed  between  the  two  groups,  the 
results  suggest  that  a future  modification  of  the  VPPS  might  be  useful. 
An  addition  of  items  relating  to  risk-taking,  vulnerability,  and  a focus 
on  unresolved  rather  than  resolved  issues,  would  broaden  the  investiga- 
tive possibilities  of  the  VPPS  by  adding  new  areas  of  patient  variables 
which  could  subsequently  be  correlated  with  outcome  measures. 

Finally,  the  mediating  influence  of  the  subjects'  level  of 
motivation  may  also  have  interacted  significantly  with  the  induction 
procedure  to  produce  the  results  of  this  study.  To  determine  the  extent 
of  these  influences,  future  studies  should  control  more  rigorously  for 
this  variable,  particularly  if  the  goals  are  to  predict  and  to  facili- 
tate a successful  outcome  in  psychotherapy.  Most  probably  this  would 
be  best  accomplished  by  using  patients  rather  than  non-patients.  Recom- 
mendations for  directions  which  these  studies  might  take,  as  well  as  an 
overview  of  the  study  and  related  issues  are  presented  in  the  following 
section. 
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Overview  and  Implications 
for  Research  and  Practice 

The  goal  of  this  study  was  to  alter  in  non-patients  some 
attitudes  and  behaviors  which  have  been  shown  to  correlate  significantly 
with  a positive  therapy  outcome  in  real  patients.  This  endeavor  demon- 
strated that  a brief,  videotaped  psychotherapy  induction  was  capable 
of  altering  non-patients'  knowledge  and  expectations  concerning  therapy 
in  a realistic  and  positive  direction,  and  that  it  could  provide  them 
with  a cognitive  framework  within  which  to  conceptualize  the  process  of 
psychotherapy. 

Results  from  this  study  also  indicated  that  the  induction  pro- 
cedure was  able  to  alter  some  observed  affective  states  and  participa- 
tory behaviors  in  a therapy-like  interview,  but  not  consistently  in  a 
positive  direction.  These  results  could  be  interpreted  to  mean  that 
the  experimental  subjects  were  more  patient-like  than  control  subjects, 
in  which  case  future  research  is  needed  to  replicate  the  design  of  this 
study  with  real  patients  so  as  to  determine  whether  these  changes  are 
valid  with  patients,  and  whether  they  are  predictive  of  a positive 
therapy  outcome. 

The  findings  indicated  as  wel 1 that  the  VPPS  may  not  be  sensitive 
to  certain  process  variables  which  were  indicative  of  intergroup 
differences.  This  evidence  suggests  that  future  studies  could  expand 
the  VPPS  to  include  these  additional  process  variables,  and  could  inves- 
tigate both  their  validity  with  patients  and  their  predictability  with 
regard  to  outcome. 
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Alternatively,  these  same  results  suggest  that  the  VPPS  may 
not  be  entirely  valid  when  it  is  applied  to  non-patient  samples.  Again, 
future  research  is  needed  to  compare  its  validity  with  regard  to  both 
patient  and  non-patient  samples. 

Findings  from  this  study  also  demonstrated  that  self-reported 
anxiety  and  hostility,  and  beliefs  about  the  efficacy  of  psychotherapy 
could  not  be  altered  in  non-patients  by  a videotape  induction  procedure. 
Additionally,  the  extent  to  which  these  variables  are  indicative  of  a 
subject's  level  of  motivation  has  not  been  adequately  demonstrated. 

But  if,  in  fact,  these  measures  do  approximate  an  index  of  motivation, 
then  the  results  of  this  study  suggest  two  directions  for  research. 

Given  that  the  subjects  in  the  present  study  were  non-patients,  they 
were  probably  not  highly  motivated  to  engage  in  the  therapy  process, 
and  therefore  could  not  be  induced  to  increase  their  motivation  as  a 
result  of  the  videotape.  Thus,  it  is  not  clear  that  a similar  videotape 
induction  would  not  have  enhanced  motivation  in  real  patients.  However, 
it  is  possible  that  a more  powerful  induction  might  have  enhanced 
motivation  in  the  subjects  in  this  study.  More  research  is  needed  to 
clarify  these  issues. 

The  use  of  an  induction  procedure  in  this  study  indirectly 
addressed  the  concept  of  patient  readiness,  or  the  extent  to  which  a 
person  is  capable  of  engaging  in  and  making  productive  use  of  indi- 
vidual psychotherapy.  The  success  of  a pre-therapy  induction  depends  upon 
the  extent  to  which  patient  readiness  is  a modifiable  process,  capable 
of  being  learned  and  taught,  rather  than  a function  of  deeply  engrained 
personal i ty  trai ts , fixed  and  unmodi fiabl e except  through  psychotherapy. 
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If  the  latter  were  true,  Gomes-Schwartz  (1978)  recommends 
selecting  "...  only  those  patients  who  evidence  a capacity  to 
actively  participate  in  a therapeutic  interaction  . . ."  (p.  1032)  as 
individual  psychotherapy  candidates.  She  suggests  offering  alternative 
interventions  to  those  who  do  not  demonstrate  "...  the  capacity  to 
ally  themselves  with  a therapist,  or  to  assume  a great  deal  of  respon- 
sibility for  changing  themselves  ..."  (p.  1032). 

But  how  are  we  to  know  whether  clients  are  ready  or  not  for 
therapy?  Because  most  conclusive  attempts  to  assess  this  variable  have 
demanded  the  use  of  lengthy  and  tedious  procedures  (e.g.,  rating  inter- 
views on  process  variables),  they  would  not  be  useful  to  psychothera- 
pists in  practice.  Most  quick  and  convenient  attempts  to  measure  this 
variable,  however,  have  been  short  on  validity.  Heilbrun  (1972)  has 
developed  a Counseling  Readiness  Scale  which  has  demonstrated  some 
validity,  but  it  was  constructed  for  use  primarily  with  college  students, 
rather  than  with  all  potential  therapy  clients. 

The  results  of  this  study  suggest  that  a valid  index  of  patient 
readiness  would  need  to  include  measures  of  a client's  expectations, 
level  of  motivation,  and  ability  to  engage  productively  in  the  psy- 
chotherapy process.  This  recommendation  is  made  because  previous 
research  indicates  that  a lack  of  congruent  expectations  can  disrupt 
the  therapeutic  process,  and  because  this  study  suggests  that  a lack  of 
motivation  may  do  the  same. 

An  instrument  to  measure  all  aspects  of  patient  readiness  has 
not  yet  been  developed.  To  construct  such  a tool,  it  will  be  necessary 


95 


for  future  studies  to  refine  measures  of  knowledge,  expectations,  and 
motivation,  and  to  correlate  them  with  process  variables  which  have 
been  shown  to  be  predictive  of  a positive  therapy  outcome.  Once 
efficient  and  valid  measures  of  patient  readiness  have  been  constructed, 
it  will  then  be  more  possible  to  determine  the  extent  to  which  patient 
readiness  is  modifiable.  Is  readiness  a state  or  a trait?  As  yet,  we 
do  not  know.  On  the  basis  of  this  study  and  other  research,  it  appears 
that  knowledge  and  expectations  of  therapy  may  be  independent  from 
motivation,  and  that  it  may  be  feasible  to  alter  peoples1  cognitive 
beliefs  and  expectations  about  therapy  with  a minimum  of  effort,  but 
not  necessarily  their  general  level  of  motivation  to  engage  in  therapy 
or  to  change.  Again,  future  studies  will  need  to  examine  these  two 
variables  more  closely. 

To  date,  more  studies  have  attempted  to  manipulate  readiness 
than  to  assess  it.  One  means  of  doing  so  is  to  provide  a client  with 
some  sort  of  pre-therapy  induction  which  is  designed  to  align  the 
client's  views  more  closely  with  those  of  a particular  therapist  or 
therapy  orientation.  It  appears  that  this  induction  can  take  numerous 
forms  and  still  remain  effective,  including  a written  description  of 
the  therapy  process,  an  interpersonal  interaction,  and  a videotape  of  a 
coping  model . 

An  alternative  approach  to  enhancing  readiness  would  be  to 
assess  the  client's  preference  for  a particular  therapist  or  type  of 
therapy,  and  to  either  select  a correspondingly  suitable  therapist  or 
to  allow  the  client  to  select  the  therapist/therapy  modality  of  his  or 
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her  choice.  Wollersheim  et  al . (1980)  indicated  that  even  under- 
graduates have  clear  and  specific  ideas  as  to  which  type  of  emotional 
difficulty  is  appropriate  for  which  type  of  therapy.  Also,  it  is 
likely  that  a potential  client  would  have  a strong  preference  for 
either  a directive  or  a non-directive  therapist,  if  given  the  choice 
(Heilbrun,  1974). 

It  is  not  known  whether  a client  would  be  capable  of  selecting 
the  therapist  or  therapy  modality  which  would  be  most  appropriate  for 
his  or  her  own  problem.  Thus  far,  studies  have  not  demonstrated  a 
consistent  relationship  between  client  satisfaction  and  a positive 
outcome.  Heilbrun  (1974),  in  fact,  discovered  that  client  satisfaction 
with  non-directive  interviewers  in  low-readiness  females  was  highly 
correlated  with  dropping  out!  Thus,  the  comparison  of  a client- 
therapist  matching  procedure  with  an  induction  procedure  might  address 
the  question,  "Who  knows  best?"  It  is  evident  that  more  studies  are 
needed  to  answer  this  question. 

Regardless  of  the  approach  taken,  however,  it  is  evident  that 
future  research  in  psychotherapy  will  be  able  to  focus  profitably  upon 
the  investigation  and  manipulation  of  those  variables  which  have  been 
shown  to  facilitate  a productive  therapy  interaction  and  a positive 
outcome.  Additionally,  future  studies  will  do  well  to  concentrate 
upon  altering  those  variables  at  a point  prior  to  or  early  in  the 
therapy  process.  These  research  trends  look  promising  because  they 
will  maximize  the  most  efficient  and  growthful  use  of  a commodity  which 
is  still  a luxury  for  most,  but  a necessity  for  many. 


APPENDIX  A 

LETTER  OF  INVITATION  TO  SUBJECTS 


Dear  Returning  Student: 

I chair  a research  team  at  the  University  of  Florida  that  is 
studying  how  people  respond  to  receiving  information  about  psycho- 
therapy. It  is  important  for  us  as  psychologists  to  know  what  effects 
receiving  information  about  psychotherapy  has  on  a person's  attitudes, 
feelings,  and  information  about  psychotherapy.  We  would  like  to 
invite  you  to  participate  in  a research  study  that  would  involve  some 
subjects  viewing  a videotape  containing  information  about  therapy  and 
informing  us  by  completing  several  instruments  about  both  yourself  and 
your  attitudes  toward  psychotherapy.  Other  subjects  in  this  study  will 
view  a tape  which  contains  information  about  services  available  to 
students.  I would  also  like  to  invite  you  to  participate  in  an  inter- 
view, lasting  approximately  one  hour  during  which  a research  team  member 
would  discuss  with  you  your  reactions  to  the  content  of  the  videotape 
and  your  identification  of  personal  adjustment  concerns  which  you 
believe  could  be  appropriate  content  in  psychotherapy.  Let  me  add  that 
this  interview  would  not  be  psychotherapy.  Rather,  we  would  be  dis- 
cussing attitudes  and  beliefs  about  psychotherapy  and  discussing  the 
personal  adjustment  concerns  you  identify. 

We  would  like  you  to  participate  in  both  parts,  but  you  are  free 
to  withdraw  your  consent  and  to  terminate  your  participation  at  any 
time.  In  any  case,  we  ask  that,  if  you  have  been  a client  in  psycho- 
therapy for  more  than  six  (6)  sessions,  you  do  not  volunteer  for  this 
study.  To  schedule  time  conveniently  for  your  participation  or  to 
inquire  about  the  study,  please  call  my  assistant,  Mr.  Mark  Yankauer, 
at  375-5902  after  7:30  p.m.  weekdays.  You  may  also  leave  a message  for 
him  at  the  number  listed  above. 


Sincerely, 


Jacquelin  Goldman,  Ph.D. 
Professor 
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APPENDIX  B 

DEMOGRAPHIC  INFORMATION 


DEMOGRAPHIC  INFORMATION 


Name: 

Birthdate: 

Address : 

Phone  --  Work: 

Home: 

Marital  Status:  If  so,  number  of  years  married: 

Children:  If  so,  number  of  children  and  their  ages: 

Number  of  years  of  education:  a.  Current  class  level: 

b.  Academic  major: 

Have  you  had  previous  contact  with  psychotherapy?  (yes  or  no): 

If  yes,  a.  Number  of  sessions:  b.  When: 

Birth  order  ( out  of  [number  of  children]): 

Father's  occupation: 

Your  present  occupation  (if  in  addition  to  being  a college  student,  or 
if  this  is  not  the  case  --  your  most  recent  employment): 

If  married,  your  husband's  occupation: 
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APPENDIX  C 

MULTIPLE  AFFECT  ADJECTIVE  CHECK  LIST 


NAME SUBJECT  # 

The  following  adjectives  describe  ways  in  which  people  can  feel--they 
describe  various  emotional  states.  Think  about  the  way  you  feel  right 
now.  Circle  those  adjectives  that  apply  to  you  (describe  the  way  you 
feel)  at  this  moment. 


kindly 

active 

enraged 

lonely 

stormy 

agreeable 

enthusiastic 

loving 

strong 

afraid 

fearful 

lost 

suffering 

alive 

fine 

low 

sunk 

alone 

fit 

lucky 

sympathetic 

amiable 

forlorn 

mad 

tame 

angry 

free 

mean 

tense 

awful 

friendly 

merry 

tender 

bitter 

frightened 

miserable 

terrified 

blue 

furious 

nervous 

terrible 

calm 

gay 

offended 

thoughtful 

cheerful 

glad 

outraged 

tormented 

clean 

gloomy 

panicky 

understanding 

cooperative 

good 

peaceful 

unhappy 

contented 

good  natured 

pleasant 

unsociable 

cruel 

happy 

polite 

upset 

desperate 

heal  thy 

rejected 

vexed 

destroyed 

hopel ess 

sad 

whol  e 

disagreeable 

inspired 

safe 

wi 1 ted 

discontented 

interested 

secure 

willful 

discouraged 

irri tated 

shaky 

worryi ng 

di sgusted 

joyful 

steady 

young 
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APPENDIX  D 

PARTIAL  VANDERBILT  PSYCHOTHERAPY  PROCESS  SCALE 


VANDERBILT  PSYCHOTHERAPY  PROCESS  SCALE 
(Participation  and  Hostility  Subscales) 

I . Characterize  the  subject's  behavior  during  the  hour: 


Not  at 
all 

Fair 

amount 

Great 

deal 

1. 

She  actively  participated  in 
the  interaction. 

1 • 

2 • 

3 • 

4 

• 5 

2. 

She  took  the  initiative  in 
bringing  up  the  subjects  that 
were  talked  about. 

1 • 

2 • 

3 • 

4 

• 5 

3. 

She  reacted  negatively  to  the 
therapist's  comments. 

1 • 

2 • 

3 • 

4 

• 5 

4. 

She  seemed  to  trust  the  therapist.  1 • 

2 • 

3 • 

4 

• 5 

II. 

Describe  the  subject's  demeanor 

during  this  hour: 

Not  at 
all 

Fair 

amount 

Great 

deal 

5. 

Wi thdrawn 

1 • 

2 • 

3 • 

4 

• 5 

6. 

Optimistic 

1 • 

2 • 

3 • 

4 

• 5 

7. 

Mistrustful 

1 • 

2 • 

3 • 

4 

• 5 

8. 

Depressed 

1 • 

2 • 

3 • 

4 

• 5 

9. 

Hostile 

1 • 

2 • 

3 • 

4 

• 5 

10. 

Controlling 

1 • 

2 • 

3 • 

4 

• 5 

11. 

Defensive 

1 • 

2 • 

3 • 

4 

• 5 

12. 

Inhibited 

1 • 

2 • 

3 • 

4 

• 5 

13. 

Passive 

1 • 

2 • 

3 • 

4 

• 5 

Hostility  Scale  includes  items  3,  -4,  7,  9, 
Participation  Scale  includes  items  1,  2,  -5 

10,  11. 

, 6,  -8,  -12, 

-13 

Negative  sign  (-)  indicates  reverse  scored 

i terns . 
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APPENDIX  E 

RATER  TRAINING  PROCEDURE 


Two  undergraduate  raters  were  trained  over  a period  of  23  hours 
according  to  the  instructions  of  the  VPPS  Rater  Manual  (Strupp  and  Gomes- 
Schwartz,  1978),  with  training  tapes  similar  to  those  used  in  the  study. 
During  training,  each  rater  independently  rated  each  segment  on  13  pre- 
selected items,  seeking  to  obtain  agreement  with  the  ratings  of  the 
experimenter.  Agreement  was  defined  as  a rating  which  was  one  point  in 
either  direction  from  the  experimenter's  rating. 

When  the  level  of  training  appeared  to  be  adequate,  three  segments 
from  each  of  the  two  subject  groups  were  selected  and  rated,  in  order  to 
verify  adequacy  of  training  and  inter-rater  agreement.  The  mean  per- 
centage of  agreement  reached  between  the  experimenter  and  each  rater  was 
85  percent,  and  the  mean  percentage  of  agreement  between  the  two  raters 
was  90  percent  for  the  six  segments. 

This  procedure  was  repeated  with  six  new  taped  segments.  The 
mean  percentage  of  agreement  between  the  experimenter  and  each  rater  was 
90  percent,  and  between  raters  was  88  percent.  At  this  point  it  was 
decided  that  the  raters  had  reached  an  adequately  high  level  of  rater 
agreement,  and  that  training  was  complete. 
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APPENDIX  F 

ORIGINAL  PSYCHOTHERAPY  ATTITUDE  QUESTIONNAIRE 
TEST  CONSTRUCTION 


Psychotherapy  Attitude  Questionnaire: 
Test  Construction 


Before  using  the  Psychotherapy  Attitude  Questionnaire  with  real 
subjects,  15  women  who  resembled  those  in  the  actual  subject  pool  were 
pre-tested.  The  original  questionnaire  was  composed  of  45  items  which 
were  rated  on  five-point  Likert  scales,  from  "Strongly  Agree"  to  "Strongly 
Disagree."  A copy  of  the  original  questionnaire  follows.  This  question- 
naire was  completed  twice  by  each  person,  with  at  least  one  week  between 
test  sessions. 

Test-retest  reliability  was  assessed  by  examining  correlations 
between  pre-test  and  post-test  scores  for  each  item  using  Pearson  product 
moment  correlation  coefficients  (see  table  that  follows).  Items  were 
retained  if  they  possessed  a reliability  coefficient  of  0.66  or  greater 
(£  < .001),  and  if  they  also  manifested  a broad  distribution  of  scores 
across  subjects  based  on  a frequency  count.  Eight  items  were  also 
included  in  order  to  evaluate  trends,  because  their  reliability  coef- 
ficients were  from  0.45  to  0.61  (jo  < .09). 

Based  on  the  test  data  from  these  15  subjects,  items  were  also 
grouped  on  the  basis  of  face  validity  into  dimensions  which  seemed  to  be 
related  to  psychotherapy.  Every  item  in  each  grouping  was  correlated 
with  the  total  score  for  that  group  in  order  to  estimate  the  relative 
contribution  of  that  score  to  the  total  score.  It  must  be  remembered 
that  these  correlation  coefficients  are  slightly  inflated  due  to  the 
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redundancy  of  correlating  each  item  with  itself  as  a part  of  the  total 
group  score. 

Two  dimensions  seemed  to  be  worth  examining  on  the  basis  of  these 
correlations  (see  table  that  follows).  A grouping  which  seemed  to 
reflect  the  subjects'  verbal  report  as  to  how  they  believed  that  they 
would  participate  in  therapy  was  labeled  "Participation."  Of  the  12  items 
examined,  items  2,  8,  and  15  on  th^  original  questionnaire  correlated 
highly  with  the  total  score  and  met  the  individual  requirements  for  test- 
retest  reliability.  The  correlation  between  the  pre-  and  post-test  for 
this  total  score  was  0.81  (jd  < 0.0005),  suggesting  that  the  test-retest 
reliability  for  the  total  Participation  group  score  is  high. 

A second  grouping  seemed  to  reflect  the  subject's  belief  in  the 
efficacy  of  treatment  by  psychotherapy , and  was  labeled  "Efficacy."  Of 
the  six  items  examined,  items  1,  5,  and  19  correlated  highly  with  the 
total  score,  and  met  the  individual  requirements  for  test-retest  reliabil- 
ity. The  correlation  between  the  pre-  and  post- test  for  this  total 
score  was  0.77  (£  < .001),  which  suggests  that  the  test-retest  reliabil- 
ity for  the  total  Efficacy  group  score  is  high. 

Other  groupings  were  assembled  and  similarly  correlated,  but  did 
not  contain  enough  adequately  high  correlations  to  mention  here  or  to 
pursue  in  the  actual  study. 


no 


TEST-RETEST  RELIABILITY  FOR  PAQ 

Pilot  study  pre-  and  post-test  correlations 
for  each  item 


Item 

Correlation 

Item 

Correlation 

1 

0.81*** 

12 

0.66** 

2 

0.77*** 

13 

0.77*** 

3 

0.77*** 

14 

0.61* 

4 

0.69** 

15 

0.71** 

5 

0.49 

16 

0.61* 

6 

0.58* 

17 

0.88**** 

7 

0.58* 

18 

0.83**** 

8 

0.85**** 

19 

0.77*** 

9 

0.79*** 

20 

0.53* 

10 

0.56* 

21 

0.45 

11 

0.67** 

22 

0.46 

*R 

< 0.05 

**£ 

< 0.01 

***£ 

< 0.001 

< 0.0001 

in 


PRE-  AND  POST-TEST  CORRELATIONS  BETWEEN 
EACH  ITEM  AND  TOTAL  PAQ  GROUPING  SCORE 


Participation 

Item 

Pre-test 

Correlations 

Post-test 

Correlations 

2 

0.61* 

0.740** 

3 

0.43 

0.490 

6 

0.20 

0.090 

8 

0.65** 

0.490*** 

10 

0.34 

0.270 

12 

0.47 

0.410 

14 

0.24 

0.100 

15 

0.67** 

0.52* 

16 

-0.41 

-0.330 

18 

0.51* 

0.500* 

20 

0.27 

0.430 

21 

0.53* 

-0.005 

Efficacy 

Item 

Pre-test 

Correlations 

Post-test 

Correlations 

1 

0.63** 

0.440 

4 

0.13 

-0.004 

5 

0.65** 

0.400 

9 

0.46 

0.450 

17 

0.54* 

0.490*** 

19 

0.63** 

0.580 

LO 

O 

V 

**£  < 0.01 

***£  < .06 
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PSYCHOTHERAPY  ATTITUDE  QUESTIONNAIRE 


Instructions:  The  following  statements  express  opinions  or  feelings 

about  psychotherapy.  There  are  no_  right  or  wrong  answers.  Please  read 
each  item  carefully,  and  then  circle  the  number  which  best  describes  the 
extent  to. which  you  agree  or  disagree  with  the  statement.  If  you  are 
not. certain  about  an  item,  circle  the  number  that  seems  about  right.  It 
is  important  that  you  answer  every  question.  The  meanings  of  the  numbers 
are  as  follows: 

1 Strongly  Agree 

2 Moderately  Agree 

3 Neutral 

4 Moderately  Disagree 

5 Strongly  Disagree 


1.  If  I spoke  to  a tape  recorder,  I would  probably 
understand  myself  as  well  as  if  I talked  to  a 
therapist. 

2.  I would  expect  to  go  through  some  ups  and 
downs  to  get  what  I want  out  of  therapy. 

3.  If  I were  to  openly  discuss  my  real  thoughts 

and  feelings  with  a therapist  for  10-12  sessions, 
I would  probably  experience  relief  from  any 
problems  I might  have. 

4.  In  a therapy  session  I would  be  prepared  to 
initiate  most  of  the  conversation. 

5.  Even  if  I were  seeing  a therapist,  I would 
expect  to  make  my  own  life  decisions  and 
changes . 

6.  The  idea  of  talking  about  problems  to  a thera- 
pist strikes  me  as  a poor  way  of  getting  rid 
of  conflicts. 

7.  I would  anticipate  talking  about  things  which 
are  important  to  me,  even  if  they  might  seem 
silly  to  my  therapist. 


SA  SD 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 
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8.  I would  expect  to  make  permanent  changes  in 
therapy,  only  after  I had  developed  trust  in 
my  therapist. 

9.  If  I didn't  feel  better  after  2 or  3 visits, 

I would  think  that  therapy  was  a waste  of 
time. 

10.  If  a good  friend  came  to  me  in  distress  about 
a serious  problem,  I might  suggest  that  she 
go  into  therapy. 

11.  I would  not  hesitate  to  discuss  with  my  thera- 
pist feelings  about  my  relationship  with  him 
or  her. 

12.  I feel  that  it  is  a sign  of  weakness  to  have  to 
get  help  for  problems  in  living. 

13.  Just  making  the  decision  to  seek  help  for  a 
problem  would  cause  me  to  worry  less  and  feel 
relieved. 

14.  I would  be  willing  to  talk  about  things  in 
therapy  even  though  it  upset  me  to  do  so, 
because  I think  it  would  help. 

15.  Once  a client  has  presented  her  problems  to  a 
therapist,  it  is  then  up  to  the  therapist  to 
work  out  a solution. 

16.  After  terminating  from  therapy,  I would  not 
expect  to  be  tense  or  upset  for  a long  time. 

17.  I would  expect  to  do  most  of  the  talking  in 
therapy. 

18.  I would  worry  if  I did  not  improve  steadily 
from  week  to  week,  once  I had  begun  to  see  a 
therapist. 

19.  I would  feel  comfortable  changing  therapists 
if  I didn't  get  along  with  my  current  thera- 
pist. 

20.  Talking  about  your  problems  won't  help  much 
if  you're  in  a rotten  situation. 


SA  SD 

1 2 3 4 5 


1 2 3 4 5 


1 2 3 4 5 


1 2 3 4 5 


1 2 3 4 5 
1 2 3 4 5 


1 2 3 4 5 


1 2 3 4 5 


1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 


1 2 3 4 5 


1 2 3 4 5 
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21.  It  makes  sense  to  see  a therapist  in  order 
to  learn  better  ways  of  expressing  your 
negative  feelings. 

22.  One  reason  I don't  trust  therapists  is  because 
they  think  that  everything  is  a sexual  prob- 
lem. 

23.  If  I went  to  see  a therapist,  I would  expect 
that  we  would  collaborate  in  setting  my 
goals. 

24.  To  be  cured  in  therapy,  I would  expect  to 
have  my  problems  permanently  resolved. 

25.  I would  willingly  confide  matters  to  a thera- 
pist if  I thought  it  might  help  me  or  a 
member  of  my  family. 

26.  I am  afraid  that  as  a result  of  therapy  I would 
end  up  liking  my  parents  less. 

27.  I would  choose  medication  over  psychotherapy 
to  cope  with  longstanding  feelings  of  tension 
and  anxiety. 

28.  I would  expect  my  therapist  to  tell  me  what 
issues  are  important  to  talk  about. 

29.  The  more  a client  discusses  her  feelings  in 
therapy,  the  more  likely  it  is  that  she  will 
improve. 

30.  I would  feel  uncomfortable  if  I were  to  develop 
strong  feelings  for  my  psychotherapist. 

31.  If  I were  to  learn  new  ways  of  coping  with 
present  problems  while  seeing  a therapist,  I 
would  feel  that  the  experience  had  been 
successful . 

32.  If  I were  seeing  a therapist,  I would  probably 
skip  a session  if  I were  feeling  too  uptight. 

33.  If  I had  to  choose  between  what  I or  my  thera- 
pist thought  was  important  to  explore,  I would 
probably  assume  that  my  therapist  knows  best. 


SA 
1 2 


1 2 


1 2 


1 2 
1 2 


1 2 
1 2 


1 2 

1 2 


1 2 
1 2 


1 2 
1 2 


SD 
4 5 

4 5 

4 5 

4 5 
4 5 

4 5 
4 5 

4 5 
4 5 

4 5 
4 5 

4 5 
4 5 
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34.  A therapist  could  help  me  even  though  he  or 
she  does  not  have  the  power  to  change  my  life 
situation. 

35.  I feel  like  my  therapist  would  have  the  right 
to  know  everything  about  me  at  the  beginning. 

36.  I would  rather  live  with  certain  mental  con- 
flicts than  go  through  the  trouble  of  getting 
psychological  help. 

37.  If  I felt  ill-at-ease  during  a session  of 
therapy,  I might  view  it  as  a sign  of 
improvement. 

38.  Although  psychotherapy  is  available  for  people 
with  problems,  I would  not  have  much  faith 

in  it. 

39.  It  is  possible  that  my  feelings  for  my  thera- 
pist might  be  related  to  my  other  problems. 

40.  I'd  feel  like  I hadn't  really  done  my  part 
if  I felt  uncomfortable  with  my  therapist. 

41.  In  a therapy  session  I would  expect  mostly  to 
answer  a lot  of  questions  from  my  therapist. 

42.  I would  be  willing  to  follow  advice  which  a 
therapist  might  give  me. 

43.  If  things  didn't  work  out  with  my  therapist, 

I would  be  hesitant  to  try  therapy  again. 

44.  Getting  upset  in  therapy  is  a sign  that  it 
is  not  working. 

45.  I trust  my  own  judgment  better  than  I would 
that  of  a therapist. 


SA  SD 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 


APPENDIX  G 

REVISED  PSYCHOTHERAPY  ATTITUDE  QUESTIONNAIRE 


PSYCHOTHERAPY  ATTITUDE  QUESTIONNAIRE 


Instructions : The  following  statements  express  opinions  or  feelings 

about  psychotherapy.  There  are  n£  right  or  wrong  answers.  Please  read 
each  item  carefully,  and  then  circle  the  number  which  best  describes 
the  extent  to  which  you  agree  or  disagree  with  the  statement.  If  you 
are  not  certain  about  an  item,  circle  the  number  that  seems  about 
right.  It  is  important  that  you  answer  every  question.  The  meanings 
of  the  numbers  are  as  follows: 


1 Strongly  Agree 

2 Moderately  Agree 

3 Neutral 

4 Moderately  Disagree 

5 Strongly  Disagree 


1.  If  I spoke  to  a tape  recorder,  I would  probably 
understand  myself  as  well  as  if  I talked  to  a 
therapist. 

2.  In  a therapy  session  I would  be  prepared  to 
initiate  most  of  the  conversation. 

3.  I would  anticipate  talking  about  things  which 
are  important  to  me,  even  if  they  might  seem 
silly  to  my  therapist. 

4.  If  I didn't  feel  better  after  two  or  three 
visits,  I would  think  that  therapy  was  a 
waste  of  time. 

5.  I feel  that  it  is  a sign  of  weakness  to  have  to 
get  help  for  problems  in  living. 

6.  I would  be  willing  to  talk  about  things  in 
therapy  even  though  it  upsets  me  to  do  so, 
because  I think  it  would  help. 

7.  After  terminating  from  therapy , I would  not 
expect  to  be  tense  or  upset  for  a long  time. 

8.  I would  expect  to  do  most  of  the  talking  in 
therapy. 


SA  SD 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 
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9.  I would  feel  comfortable  changing  therapists 
if  I didn't  get  along  with  my  current  therapist. 

10.  If  I went  to  see  a therapist,  I would  expect 
that  we  would  collaborate  in  setting  my  goals. 

11.  I would  willingly  confide  matters  to  a therapist 
if  I thought  it  might  help  me  or  a member  of  my 
family. 

12.  I would  expect  my  therapist  to  tell  me  what 
issues  are  important  to  talk  about. 

13.  I would  feel  uncomfortable  if  I were  to  develop 
strong  feelings  for  my  therapist. 

14.  If  I were  seeing  a therapist,  I would  probably 
skip  a session  if  I were  feeling  too  uptight. 

15.  If  I had  to  choose  between  what  I or  my  therapist 
thought  was  important  to  explore,  I would  probably 
assume  that  my  therapist  knows  best. 

16.  I feel  like  my  therapist  would  have  the  right  to 
know  everything  about  me  at  the  beginning. 

17.  I would  rather  live  with  certain  mental  conflicts 
than  go  through  the  trouble  of  getting  psychologi- 
cal help. 

18.  If  I felt  ill-at-ease  during  a session  of  therapy, 
I might  view  it  as  a sign  of  improvement. 

19.  Although  psychotherapy  is  available  for  people 
with  problems,  I would  not  have  much  faith  in  it. 

20.  It  is  possible  that  my  feelings  for  my  therapist 
might  be  related  to  my  other  problems. 

21.  I'd  feel  like  I hadn't  really  done  my  part  if  I 
felt  uncomfortable  with  my  therapist. 

22.  I trust  my  own  judgment  better  than  I would  that 
of  a therapist. 


SA  SD 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 


APPENDIX  H 

TABLE  OF  MEANS,  STANDARD  DEVIATIONS, 
AND  F-VALUES  FOR  ALL  PAQ  ITEMS 


Item 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 


MEANS,  STANDARD  DEVIATIONS  AND  F-VALUES 
FOR  ALL  PAQ  ITEMS 


Group 

Pre- 

•test 

Post 

-test 

Group  x Test 

X 

s 

X 

s 

£(1,38) 

£. 

E 

3.4 

1 .3 

3.5 

1.4 

0.20 

0.66 

C 

3.6 

1.3 

3.6 

1.4 

E 

3.2 

1.2 

4.0 

1.1 

0.20 

0.64 

C 

2.9 

1.2 

3.4 

0.9 

E 

4.7 

0.6 

4.8 

0.4 

1.13 

0.30 

C 

4.6 

0.6 

4.5 

0.5 

E 

3.4 

1.2 

4.1 

0.9 

0.80 

0.37 

C 

3.2 

1.2 

3.5 

0.9 

E 

4.5 

1.1 

4.2 

1.4 

0.70 

0.40 

C 

4.5 

0.8 

4.5 

0.8 

E 

4.2 

0.7 

4.5 

0.5 

2.41 

0.13 

C 

4.2 

0.7 

4.2 

0.7 

E 

3.9 

1.1 

3.8 

1.0 

2.10 

0.16 

C 

3.9 

1.0 

4.3 

0.6 

E 

3.7 

1.0 

4.3 

0.9 

7.35** 

0.01 

C 

3.7 

1.0 

3.6 

0.9 

E 

3.7 

1.5 

3.7 

1.3 

0.16 

0.69 

C 

4.2 

1.1 

4.4 

0.9 

E 

2.3 

1.4 

2.9 

1.4 

0.12 

0.74 

C 

2.1 

1.4 

2.5 

1.1 

E 

4.5 

0.8 

4.4 

1.0 

0.54 

0.47 

C 

4.3 

1.1 

4.5 

0.8 

E 

3.2 

1.3 

4.5 

0.8 

5.34* 

0.02 

C 

3.4 

1.4 

3.8 

1.2 

E 

2.2 

1.0 

3.0 

1.3 

4.94* 

0.03 

C 

2.9 

1.1 

2.9 

1.0 

E 

4.6 

0.6 

3.9 

1.3 

1.49 

0.23 

C 

3.9 

1.1 

3.7 

1.1 

E 

3.1 

1.1 

3.6 

1.3 

1.42 

0.24 

C 

3.4 

1.3 

3.4 

0.9 
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Item 

Group 

Pre- 

test 

Post- 

■test 

Group  x Test 

X 

s 

X 

s 

F(l,38) 

E 

16 

E 

3.0 

1.2 

2.7 

1.3 

0.07 

0.79 

C 

3.6 

1.1 

3.4 

1.0 

17 

E 

3.7 

1 .3 

3.9 

1.3 

0.00 

1.00 

C 

3.7 

1.2 

3.9 

1.2 

18 

E 

2.9 

0.9 

3.4 

0.8 

1.58 

0.21 

C 

3.0 

0.9 

3.6 

0.7 

19 

E 

4.1 

1.0 

4.4 

0.8 

0.28 

0.60 

C 

3.8 

1.3 

3.9 

1 .0 

20 

E 

3.7 

0.8 

3.7 

0.9 

2.15 

0.15 

C 

3.1 

1.1 

3.5 

0.9 

21 

E 

3.6 

0.9 

4.1 

0.6 

0.89 

0.35 

C 

3.7 

0.8 

4.0 

0.7 

22 

E 

3.5 

1.1 

3.8 

1.0 

0.81 

0.37 

C 

3.7 

1.2 

3.6 

0.8 

*£  < 0.05 


**£  < 0.01 


APPENDIX  I 

ITEM  AND  DIMENSION  MEANS 
BY  GROUP  AND  BY  SEGMENT  FOR  VPPS  DATA 


ITEM  AND  DIMENSION  MEANS  BY  GROUP  AND  BY  SEGMENT  FOR  VPPS  DATA 
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